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They like 
Lucozade.. 


Lucozade has won its place in the sickroom because it is so 
very palatable. Patients enjoy it and, what is more, they can 
keep it down even when other food is refused, or vomited. It 
is difficult to assess the value of Lucozade simply in terms of 
the glucose it contains. It is the patient’s response which is 
so interesting. Its acceptance so often coincides with a distinct 
4&3 and happy turn for the better. 


i: There can be no doubt that Lucozade 
; presents the beneficial properties of glucose 


KD in a most agreeable form. 


LUCOZADE 
the sparkling glucose drink 


REPLACES LOST ENERGY 
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It’s a tonic to see her the picture of health! 


The tonic is Minadex—no temporary stimulant, but a balanced vitamin-mineral tonic 


fortifying through the body’s natural mechanisms. With its pleasant 
orange flavour, Minadex is the tonic that is eagerly taken. 


Mi | N A D F X The reconstructive vitamin-mineral tonic 


TRADE MARK 


Contains vitamins A and D, tron, manganese, copper and glycerophosphates of calcium, sodium and potassium. 6oz. and 12 oz.: 30 oz. winchesters. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 or 
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The use of stabilized Trypsin 


A 


NEW TREATMENT 


FOR ULCERS 


ABRASIONS 
BURNS 
PYODERMIAS 


y ANY MEDICAL PRACTITIONER knows how stubborn- antiseptic agents of proved bacteriolytic pro- 

Y) ly resistant to any therapy a long-standing varicose _ perties, Ca-N-Hydroxymethylglutaminate and 2,2* 

ry y ulcer can be. The reason is partly the diminished _ thiobis-(4,6-dichlorophenol), designated bithionol, 

: y blood supply, but more perhaps the formation of a both of which are effective against a wide range of 

Y pus-containing layer and of crusts which cover the — gram-positive and gram-negative pathogenic organ- 

57) y ulcer and impede the healing process. Similar diffi- isms and do not cause skin sensitivity. Biotrase also 

ry culties are often encountered in the treatment of contains carbamide, included for its buffering 


Yh Bio-chemistry. COMPOSITION OF BIOTRASE 

y Biotrase has been designed by Lloyd-Hamol of Trypsin pur. 0.16% 

London and Zurich for the treatment of infected skin 5.00% 

lesions. Apart from trypsin, it contains two new 2,2" thiobis-(4,6-dichlorophenol) 0.50 ° 

il Carbamide B.P. 5.00% 
In polyethylene glycol 


wounds and abrasions. 


PROTEOLYTIC ACTION 
It has long been known that the proteolytic enzyme 
trypsin could digest crusts by the process of physio- 
logical curettage. The difficulty has been to incor- 
porate the trypsin in a stable preparation. In 
Biotrase, trypsin remains active physiologically for 
over one year. It rapidly dissolves crusts and scabs 
and leaves a clean, granulating surface. A certificate 
of stability has been issued by a Department of 


properties. 
INDICATIONS FOR USE 


Biotrase may be used wherever there is an infected— 
or potentially infected—breach of surface of the skin. 
Common conditions for its use include the following : 
Varicose, diabetic and post-thrombotic ulcers; 
wounds, and second and third degree burns ; infected 
and necrotic skin conditions, including pyodermias ; 
boils and carbuncles (following incision). 


Biotrase is available in 35g. tubes at a basic N.H.S. 
price of 3/9d. plus Purchase Tax. Samples and literature 
are available to medical practitioners on request. 


‘Biotrase’ is a registered trade mark of % 
LLOYD-HAMOL LIMITED Y 
11 Waterloo Place, London, S.W.1. 7 
SSE GV. mB. 
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‘Almost at once I say to myse 
typical case for Miltown 


“So many patients I meet nowadays give 
themselves away as soon as they start describing 
their symptoms. You know the sort I mean... 
they don’t feel reall, dl but they’re edgy and 
irritable... they can’t concentrate... can’t get 
a proper night’s rest . . . they feel they need 
something to calm them down. Long before 
they’ve finished T say to myself * typical case for 
Mirrown.’ I like Mirrown Meprobamate for 
eases of that sort. I find that it calms them down 
in body and mind better than any tranquillizer I 
know. I gather that’s because of selective action 
on the thalamus. Everyone I’ve put on MiIL- 
TOWN so far seemed to benefit right away, and I 
for one fully endorse the good reports published 


on MILTOWN in anxiety and tension states.’ 


iltow xz 


MEPROBs MATE 


Has far-reaching value in anxiety, tension, stress and allied conditions. 


Tablets of 400 mg. for oral use. Bottles of 50 and 500. © Trade Mark of Carter Products, Inc 


> LEDERLE LABORATORIES DIVISION 


— Cyanamid prowucts LONDON, W.C.2 
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Some minutes after applica- 
tion the skin becomes flushed 
and there is a comforting feel- 
ing of warmih which persists 
jor many hours. 


Rubriment relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 
and sprains. 


A new long-acting rubefacient— 


safe and effective 


Rubriment is a product of original research. 

For some years it has been known that some chemicals 
when applied to the skin produce redness and warmth. 
Rubriment is based on a new substance, the benzyl 
ester of nicotinic acid, which has been demonstrated to 
give a long-lasting rubefacient effect without any damage 
or irritation to the skin even after prolonged and re- 
peated application. 

Ten minutes after application of Rubriment there is a 
comforting feeling of warmth and the area is seen to be 


flushed. This redness is due to the dilatation of the small 
cutaneous blood-vessels. This persists, without danger 
of irritation to the skin. Clinical reports have been re- 
ceived of the efficacy of Rubriment for the relief of pain 
in such conditions as muscular rheumatism, lumbago, 
fibrositis, strains and sprains. The immediate and pro- 
longed vasodilatory action of Rubriment also provides 
effective relief for unbroken chilblains. 

Whenever counter-irritation is indicated, Rubriment 
is the preparation of choice for the patient. 


Available in two forms 

Rubriment (2.5°; nicotinic acid benzyl ester and 0.1% 
Capsicin) is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs only gentle 


application. Jt is supplied in tubes of 20g. (Approx.). 
BASIC PRICE to N.H.S., 2/2d. 

The liniment lends itself to massage, if this is required. 
It is supplied in bottles of 2 fi. ozs. (approx.). BASIC 
PRICE to N.H.S., 3/-. 


Directions for use Apply Rubriment to the affected 
area. As Rubriment causes a stinging sensation in contact with 
the eyes and face, the hands should be well washed after use. 

One application per day has been found to be effective for 


RUBRIMENT 


the majority of patients, though a fresh application may be 
made, if necessary, at more frequent intervals. 

Rubriment is not advertised to the public and can be pre- 
scribed on form E.C.10. 


Horlicks Limited, Pharmaceutical Division, Slough, Buckinghamshire 


Arch. Derm., 1951, 192, 423 
122, No. 37. Schweiz. med. Wschr., 1950, 80, No. 44, 1180. 


Dtsch. Gesdh. Wes., 1950, §, No. 49, 1953, 


Z. wes. inn. Med., 1953, 8, No. 3,99. Hautarzt, 1952, 3, No. 7, 304. Hippokrates, 1950, 14, 378. Derm. Wschr., 1950, 
Munch. med. Wschr., 1951, 93, No. 44, 2209. Ther. Gegenw., 1952, 91, No. 9, 344. 


Derm. Wschr., 1951, 123, No.7, 145. 
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for patients with 
nausea and vomiting 


of pregnancy 


CAPSULES 
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= make more mornings 
good mornings 


each copsule contains : 
Pyridoxine Hydrochloride 
d!-Methionine 

Nicotinamide 

Benzocaine 
Pentobarbital sodium ........ 
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ris generally agreed that cases of soft-tissue rheuma- 
I tism and of many types of arthritis benefit by hyper- 
aemia of the affected tissues. Transvasin, which contains 
two quick-acting esters of nicotinic acid, induces such a 
deep and prolonged hyperaemia at the same time as it 
produces superficial erythema. 

In addition to the esters of nicotinic acid, Transvasin 
contains the fat- and water-soluble esters of salicylic and 
p-aminobenzoic acids. Both these well-tried analgesic 
drugs are readily conveyed through the skin in thera- 
peutic quantities and enable an effective concentration 
to be built up where they are needed. 

Transvasin is now being widely prescribed, with 
successful clinical results. Since a very small quantity is 
sufficient for each application, the cost of treatment is 
extremely low. 

Transvasin is available l oz. tubes, basic N.H.S. 
price 2/6 plus P.T., and is not advertised to the public. 
Samples and literature will be gladly sent on application. 


LLOYD-HAMOL LTD. 
11 Waterloo Place, London, S.W.1. Whitehall 8654/5'6. 


The graph above is of an experiment to measure the effect 
of Transvasin on skin temperature on a subject. The red 
| line plots the skin temperature before and at intervals after 
| a single application of one inch of cream (0.924 grams) 
from a tube of Transvasin. The black line gives similar 
information with regard to the application of a_ plain 
| vanishing cream used as a control. Skin temperatures were 
| measured with an electro-thermo couple every five 
| minutes for two hours. Photographs show the affected 
| area before application; three minutes and thirty minutes 


later. 
COMPOSITION OF TRANSVASIN 
Salicylic acid tetrahydrofurfuryl-ester 4% 
Nicotinic acid ethyl-ester . A 
Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible base ad is .. 100% 


‘Transvasin’ is a registered trade mark of Lloyd-Hamol Ltd 
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TEETH, STREPTOCOCCUS VIRIDANS, AND 
SUBACUTE BACTERIAL ENDOCARDITIS 


F. G. HOBSON, D.S.O., D.M., F.R.C.P. 


Honorary Consulting Physician, United Oxford Hospitals 


AND 


B. E. JUEL-JENSEN, B.M., B.Ch., Cand. Med. (Copenhagen) 
Medical Registrar, United Oxford Hospitals 


(From the Radcliffe Infirmary, Oxford) 


The discovery and therapeutic use of antibiotics has 
completely changed the pattern, course, and prognosis 
of many familiar diseases, of which subacute bacterial 
endocarditis (S.B.E.) with its previous 99% mortality 
(Lichtman, 1943) provides a dramatic example. The 
literature upon the subject is now considerable, but the 
many published investigations have been concerned pri- 
marily with the broad and obvious problems of the 
disease—namely, the associated cardiac abnormality, 
acquired or congenital; the incidence of the disease 
upon these abnormal hearts ; the sex and age incidence ; 
the organism concerned ; the choice and dosage of the 
antibiotic to be employed ; the duration of treatment ; 
and the prognosis. 

Penicillin in particular (Cates and Christie, 1951) has 
been outstandingly efficacious and the immediate results 
of treatment have been good, but in the long-term 
follow-up the relapse rate has been disappointingly 
high. It is doubtful whether enough attention has been 
paid to some of the aetiological factors, in particular to 
the focus of infection from which the invading organism 
is discharged into the blood stream to become estab- 
lished upon the structure of a pathological heart. The 
point is fundamental in the consideration of the thera- 
peutic mastery of the disease and the prevention of 
relapse. It is the purpose of this communication to 
demonstrate the importance of the primary focus of 
infection in the teeth and dental sockets, and its rela- 
tion to the onset of the disease, to the occasionally 
unsatisfactory immediate response to therapy, and to 
the tendency to relapse. 

S.B.E. can be divided into two broad categories: 
(a) cases in which Streptococcus viridans is the 
organism concerned, and (b) those in which other organ- 
isms are concerned. In each category the severity and 
character of the precedent underlying cardiac lesions 
have much in common, and the presence or absence of 
cardiac failure will profoundly influence the prognosis 
in any individual case. There are, however, more 
striking differences in the severity of the disease, the 
treatment, the prognosis, the tendency to relapse, and 


the aetiology. 


yer 10¢2 


Category A.—S.B.E. due to Str. viridans is generally 
less severe, its therapy rarely presents major problems, 
the immediate prognosis is more favourable, but the 
tendency to relapse is high. The teeth are commonly 
regarded as the most important focus of infection. 

Category B.—S.B.E. due to other organisms is more 
acute, presents therapeutic problems related to the 
organism concerned, carries a less favourable immedi- 
ate prognosis, but is unlikely to relapse if the initial 
attack is successfully treated. The focus of infection 
is usually located in a site other than the teeth 


Clinical Material 


Our data have been collected from a study of the 
clinical records of 59 patients who were admitted to 
the Radcliffe Infirmary, Oxford, in the period 1945-55, 
and were diagnosed as suffering from S.B.E. 

S.B.E. due to Str. viridans (43 patients).—The diag- 
nosis was confirmed by a positive blood culture in 25 
patients (58%). Of these, four died while under active 
treatment, and four subsequently died of heart failure 
at intervals of one, two, two, and seven years. In 18 
patients (42%) with a negative blood culture the diag- 
nosis rested on the clinical picture. Seven patients died 
while under active treatment, and in five of these the 
clinical diagnosis was confirmed at necropsy. 

S.B.E. due to other Organisms (16 patients).—The 
responsible organism was as follows: Anaerobic 
streptococcus, two patients; non-haemolytic strepto- 
coccus, three; Staph. aureus, six; Staph. albus, one: 
and pneumococcus, four. Five of these patients died 
while under active treatment. 


Age Incidence and Aetiology 


The age incidence and cardiac pathology are shown 
in Tables I and II. It will be seen that our small series 
has one feature in common with several major published 
series—namely, that S.B.E. is a rare disease in persons 
under 15 years of age, and thereafter shows a rapid and 
formidable increase, with a maximal incidence on the 
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age groups 15-40 years, when acquired cardiac lesions 
have become established, and that from the age of 40 


onwards there is a progressive steady fall in the age 


er up 
Taste | ive Incidence, Pathology, Mortalit) 
KI Died 
Age < 7 
“ther | Total | Hospital*} Homet 
( re + |Culture |Orga 
io J| R ! 1 | | 
{ 
| 
Rh 8 (1) 4(2) 15 
10. 19d K 2(1) 13 4 
2 | | 
40-49 | Rh (1) 20) | 3 | 
| 
i R 2 
30-394] aS 4 
| 
Rh | 2(2) | | 6 | 5 
AS | 3(1) 3 
7+ | 2 
Tota 25(8) | 18(%) | 16 (5) 9 16 6 


' 
Figures in parentheses refer to number of deaths 
R Rheumatic C = Congenital AS = Arteriosclerotic 


* Died during course of active treatment 
* Died at home of heart failure some months after discharge 


Taste Il.—-Summary of Table 


| 
| Jied 
Rheu- | Con- Arterio- | = 
| en | 
matic genital sclerotic |Hospital* Home 

— = 
Str. viridans, culture + 22 ; 4 4 
i4 | a | 7 2 
Other organisms 1! 1 4 | 5 — 


* Died in course of active treatment 
¢ Died at home of heart failure after recovery 


Treatment 


The antibiotic used in the treatment of patients with S.B.E 
caused by “ other organisms ™ varied according to the nature 
of the organism concerned. The treatment of these patients 
is not considered further. Penicillin was the antibiotic used 
in our series of patients with S.B.E. due to Str. viridans. 
Table III sets out the average amounts of penicillin em- 
ployed Readmissions due to relapses are shown under 
their respective years as Separate cases in this table. 


Taste II.—Dosage of Penicillin Given to Patients with S.B.E 
Due to Str. viridans 


Blood Culture Positive Blood Culture Negative 


Year Daily j | Died Daily | Died 
Dose | Duration | Cases| in Dose Duration] Cases} in 
(mega) | | Hosp.) (mega) | | Hos, 
1946 0-65 | 7 weeks 0-16 | 2days [| 
1947 | 0-75 2 07 8 weeks | 
1948 | 16 85 } O35 1/7 , >] 4 
1949 | 16 6 “ 2 j 0-8 6 on 2 2 
1950 | 2s #10 } 3 | | 16 | 
195! | . | 30 |8 
1952 1-5 8 2 2‘5 7 | 
1953 2 7 | 4 16 ; 
94] 110 fia 3 | 4 
1955 66 6 4 30 2 


* Child aged 6 years 


The patients have been under the care of different phy- 
sicians, but the treatment has, nevertheless, been remarkably 
uniform During the first five years the penicillin was 
injected three-hourly, and the amounts employed were 
gradually increased as the antibiotic became more freely 
available. From 1951 onwards larger amounts of penicillin 
were used, given in two, or at the most three, large doses 
during any 24-hour period, or, alternatively, in divided four- 
hourly doses. In 1946 three patients were given sulphon- 
amides in addition, and in 1950 one patient received strepto- 
myc for one week. Streptomycin was used concurrently 
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with penicillin in one case in 1954, and in the same year two 
patients showed an unsatisfactory response to penicillin (in 
one instance a total daily dose of 32 million units was used) 
and streptomycin, chlortetracycline, or oxytetracycline was 
used for one to several weeks 

From Table III it will be gathered that the immediate 
mortality was unaffected by the increasingly more intensive 
therapy over the 10 years: during 1946-50 6 out of 21 
patients died (28.7%), and during 1951-S 7 out of 28 died 
(25°). This is in agreement with the observations of Bunn 
and Cook (1954), who found no improvement with increased 
dosage of penicillin in the preceding nine-year period. Two 
‘f our patients who relapsed had their initial attack of 
S.B.E. in 1948, one had his first attack in 1952, and two 
their first attack in 1954. Since the increased dose of anti- 
biotic has failed to produce any marked improvement in 
the mortality and the relapse rate there must be some other 
explanation for the unsatisfactory results. 


Dental State 


It is of great importance to consider in some detail the 
relationship between the dental state and the initial attack 
and relapse of S.B.E. due to Str. viridans. We have already 
seen that there was a rapid and formidable increase of 
S.B.E. after the age of 15. This increase occurs after the 
second dentition 

We have studied the dental state of the patients in the 
groups previously described. We failed to find control 
figures for the population at large which clearly distin- 
guished patients with complete absence of teeth and with 
complete dentures from those with very poor teeth or 
patients who had partial dentures only 

We therefore used as a control group an unselected con 
secutive series of 315 in- and out-patients from our medical. 
general surgical, paediatric, and gynaecological and obstet- 
rical departments. “ Edentulous”™ is here used to indicate 
that the patient had full dentures and no visible teeth. The 
number of expected edentulous patients in each group of 
our series has been calculated from the figures obtained in 
our control group. The two subdivisions of patients with 
S.B.E. due to Str. viridans (culture-positive and culture- 
negative) have here been fused, for there was nothing to be 
gained by keeping them separate. 

From Table IV emerges the remarkable fact that S.B.E 
lue to proved or presumptive infection with Str. viridans 
never occurred in an edentulous patient. This is readily 
seen from the last column of Table IV. 

In the group of patients with S.B.E. due to “other 
organisms " the dental state did not differ greatly from that 
which would be expected from the control figures. 

There was a definite history of dental extraction preced- 
ing the onset of the initial attack in 7 of our 43 patients 
with §.B.E. due to Sir, viridans. The fact that none of these 
patients were edentulous strongly suggests that the mere pres- 
ence of teeth “good” or “bad” was a most formidable 
potential source of infection with S¢r. viridans probably 


Taste I1V.—Dental State According to Age Groups 


5 10- | 20- | 30- | 40- | $0- | 60- | 70-] +, 
9 i9 29 39 | 49 | 59 | 69 | 79 ota 


Control group: 
27 50 sO | $3 | 42 | 43 39 315 


No. of patients |11 

No. edentulous} 0 I 3 10 21 26 33 35 129 
% 0-0; 4 6 20 | 40 | 62 | 77 90 
S.B.B. due to 


Str. viridans: 
No. of patients 14 13 5 2 
No. edentulous] 0 0 0 0 0 0 0 
Expected No. 
edentulous | 0 0-12] 084; 26) 20} 1:2) 31 09) 10-76 


S.B.E. due to 


other organ- 
isms: 
No. of patients | 0 0 4 2 a 0 5 1 16 
No. edentulous} — 3 — 3 8 
Expected No | } 
edentulous —| — | 024! 12) —| 385] 09) 6-59 


| 
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responsible for the initial attack of S.B.E. in all cases. In 
spite of an apparently satisfactory immediate result of treat- 
ment the teeth as a probable source of reinfection again 
enter the picture, for, of our 25 patients with a Str. viridans 
infection with a positive culture, 5 (20%) relapsed after 
apparent cure from the first attack (Table V). Four relapsed 


Taste V.—Relapses of S.B.E. Due to Str. viridans 
| ird 
Relapse 


a | | ist 2nd 
Case Sex | Lesion Age} S.B.E Relapse Relapse 


May, 1948 1955 
Sept., 1948) June, 1949 


i¢ M | Rheumatic | 27 


Congenital} 35 


2 


3 M Rheumatic | 26 | May, 1952 | Nov., 1953) June, 1954 
4 M | et 25 | April, 1954) Mar., 1955 
s* |M a 35 jSept., 1954) Jan., 1955 | April, 1955} May, 1955 


* Blood culture negative on first admission, but positive in relapses. 


within 10 days up to 18 months after the initial attack, and 
one relapsed seven years after the initial attack. Four of 
these five patients retained “ good” teeth, which had been 
subject to detailed clinical and radiological examination in 
the course of the initial attack of S.BE. In Case 5 the 
teeth were not examined in such detail until the second 
relapse 

In the belief that teeth, “good” or “bad,” present a 
great danger to the patient with S.B.E. due to Str. viridans, 
we have removed all teeth in seven of our patients who 
have had at least one attack of S.B.E. This is clearly 
an inadequate number to prove that our view is correct, 
but so far none of our seven cases have relapsed after an 
interval of from fifteen months up to seven years, although 
the expected relapse rate is 1.4. 

The following brief histories of the course of the illness 
of the patients who relapsed show how intimately the dental 
history is linked with these relapses. 


Case 1 


A car delivery driver, born 1921, had rheumatic fever at 
13, and tonsillitis followed by rheumatic carditis at 20. He 
was first admitted to the Radcliffe Infirmary in May, 1948, 
with malaise, pyrexia, and splenomegaly. Blood cultures 
were negative. He was treated with penicillin (800,000 units, 
daily) for 6} weeks. During this period he had several 
attacks of unconsciousness (? due to embolic episodes), but 
his temperature gradually subsided and he was discharged 
on August 16. His teeth were described as “good” on 
admission. He remained well. 

First Relapse.—In September, 1955, seven years after his 
initial attack of S.B.E., he was admitted complaining of 
nausea, faintness, and palpitations. He was found to have 
splinter haemorrhages and splenomegaly. Blood cultures 
yielded Str. viridans. His teeth remained excellent. He was 
treated with penicillin, 1 million units four-hourly for six 
weeks, and he was discharged on January 6, 1956. His 
teeth remained in situ. 

Case 2 

A housewife, born 1913, had congenital heart disease. 
She was first admitted in September, 1948, to the Acland 
Nursing Home, Oxford, with S.B.E. Blood culture yielded 
Str. viridans, sensitive to penicillin. She recovered after a 
course of antibiotic therapy lasting eight weeks. A number 
of defective teeth were extracted under adequate penicillin 
cover. 

First Relapse:-—In June, 1949, nine months after the initial 
attack, blood cultures yielded Str. viridans sensitive to peni- 
cillin. She was admitted to the Radcliffe Infirmary. She 
had partial dentures and her remaining teeth were in an 
excellent state of repair. She recovered after a prolonged 
course of penicillin and the remaining teeth were extracted 
under penicillin cover. Str. viridans was isolated from the 
roots of the extracted teeth. She has had no further 
relapses, and in 1953, at the age of 40, she had an unevent- 
ful pregnancy and delivery. 


Case 3 


A chemical engineer, born 1924, had rheumatic fever in 
1936 and in 1942, and severe tonsillitis in May, 1951. He 
was first admitted to the Radcliffe Infirmary on May 28, 
1952, following six weeks of pyrexia, rigors, and sweating, 
which had not responded to treatment with salicylates. He 
was found to have gross rheumatic valvular disease, Osler’s 
nodes were present, and blood culture yielded a heavy 
growth of Str. viridans. His teeth were regarded by a dentist 
as Clinically healthy; they showed no evidence of apical 
infection radiologically. He was treated with a prolonged 
course of penicillin, and recovered. 

First Relapse—In November, 1953, 18 months after the 
first attack, blood culture again yielded Str. viridans sensi- 
tive to penicillin, and he recovered after a further course 
of antibiotic. Frequent careful checks on his teeth had 
been made during the period following his first attack of 
S.B.E., including dental x-ray films, which failed to reveal 
any abnormality. The question of complete dental clear- 
ance was raised, but our dentist was reluctant to remove 
clinically perfect teeth, and as a compromise molars and 
premolars in both jaws were extracted under penicillin 
cover. It was argued that these teeth were particularly 
liable to be subjected to violent movement in the process of 
mastication. The patient remained well. 

Second Relapse.—In June, 1954, seven months after his 
first relapse, he was readmitted. Penicillin had been started 
before his admission, and repeated blood cultures were 
negative, although the clinical evidence for S.B.E. was over- 
whelming. He responded well to vigorous penicillin therapy, 
extended over one month. The remaining teeth were ex- 
tracted under, and followed by, a prolonged period of 
massive penicillin therapy (8 million units a day in divided 
doses), He has remained well since 


Case 4 


A decorator, born 1929, was rejected from the R.A.F. in 
1948 with rheumatic heart disease. Tiredness, night sweats, 
and pallor occurred in March, 1954. He was admitted to 
the Radcliffe Infirmary on April 5. Examination revealed 
haemorrhages in both fundi, scattered petechiae over the 
neck and shoulders, and gross rheumatic valvular disease. 
His teeth were excellent, but he habitually ground them 
at night. Blood cultures yielded Str. viridans. He was 
treated with penicillin (2 million units four-hourly) and 
streptomycin (1 g. b.d.). The temperature slowly subsided 
and he was discharged after three months. He remained 
well, but with gross limitation of his exercise tolerance, 
and showed occasional splinter haemorrhages. 

First Relapse—In March, 1955, 11 months after his initial 
attack, he was readmitted and blood cultures again yielded 
Str. viridans, sensitive to penicillin. His teeth were still ex- 
cellent, also radiologically. He was treated with a prolonged 
course of penicillin and has remained well since. 

He was readmitted in February, 1956, for dental clearance 
under penicillin cover (2 million units four-hourly). Blood 
cultures taken before extraction were negative. The teeth 
were extracted in two sessions, and a heavy growth of Sir 
viridans was obtained from each of eight teeth selected at 
random, Blood cultures taken five minutes after the second 
dental extraction yielded a heavy growth of Str. viridans 
in spite of a high penicillin concentration in the blood. 
Peniciilin was continued for a further 10 days, and he has 
had no relapse since. 


Case 5 


A band knife cutter, born 1921, had severe tonsillitis in 
1947, but no known history of rheumatic fever. He was 
first admitted to the Radcliffe Infirmary in September, 1954. 
He presented with general malaise, night sweats, pyrexia, 
and splenomegaly; his teeth were noted to be carious. 
Aortic incompetence was found, and, although one blood 
culture did not yield a positive growth of Str. viridans, 
there was strong clinical evidence of S.B.E. The diagnosis 
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was uncertain at the time, although it became obvious 10 
retrospect. He was treated with penicillin, 5 million units 
daily for five days, with a remission of his temperature, and 
he was discharged on November 30 to his home He 
remained afebrile for about one week, after which there 
was a return of the former symptoms 

First Relapse.-He was readmitted on February 4, 1955, 
with pyrexia, malaise, and multiple embolic phenomena 
‘.B.E. was clinically certain, and in spite of negative blood 
cultures he was treated from November 24, 1954. with 4 
million units of penicillin dail The fever subsided im- 
mediately and the embolic phenomena gradually dis- 
appeared ; the penicillin was discontinued on April 19, 1955. 

Second Relapse.—On April 29, 1955, 10 days after the 
discontinuance of the penicillin, his fever relapsed, and he 
was put on a further course of large doses of penicillin for 
five days. During this period the worst carious teeth were 
extracted. He remained well until the third relapse. 

Third Relapse-—On May 27, 1955, 14 days after discon- 
tinuance of penicillin, he relapsed again. On this occasion 
blood cultures yielded a heavy growth of Str. viridans. His 
teeth were again reviewed, and he was found to have gross 
osteitis and apical infection. He was put on to large doses 
of penicillin and a complete dental clearance was carried 
out. He remained on penicillin for a further 10 weeks and 
was discharged asymptomatic on Augus. 15. He has re- 
mained well since. 

Discussion 
Does S.B.E. due to Str. viridans Ever Occur in an Edentulous 
Patient ? 

We cannot answer this question, but so far as we are 
aware there is no specific reference in any published paper 
to an edentulous patient with this disease, nor has inquiry 
of many physicians of great experience yielded a confidently 
affirmative reply that they have met with such a patient 
It is perhaps relevant to note that in clinical experience 
an apparently edentulous patient may not infrequently be 
shown by radiological examination to retain buried roots 
ind dental remnants. This seems to us to be a fundamental 
point worthy of further detailed examination in an adequate 
series of patients 

Cates and Christie (1951) note that of a representative 
group of 215 patients in whom a focus of infection was 
sought none was found in 82 (38%), but no record is 
available of whether these patients were edentulous (per- 
sonal communication). They comment that in 103 (48%) 
“there were signs of dental sepsis or tooth extraction,” and 
that in their view dental sepsis is even more common than 
as reported in either the M.R.C. series (422 cases) or the 
American series (457 cases) reported by Anderson and 
Keefer (1948). There is, however, no actual record of the 
dental state of the individual patients in either of these two 


series 


Dental Extractions as the Causa Causans of the Initial Attack 
of S.B.E. 

Okell and Elliott (1935) demonstrated beyond any doubt 
the significance of dental extractions in the production of a 
hacteriaemia due to Str. viridans, and Elliott (1939) showed 
that the rocking movements employed before dental extrac- 
tion, and even the minor movements of a tooth in the course 
of mastication in patients with pyorrhoea, were sufficient to 
produce a transient bacteriaemia. This was 20 years ago, 
ind yet we question whether this fundamenial observation 
has ever received the attention it deserves in spite of the 
fact that since about 1937 it has been freely recognized 
that Srr. viridans was sensitive to (a) the very considerable 
range of sulphonamides which are efficient in subduing a 
transient or persistent bacteriaemia associated with dental 
extraction or dental sepsis, but relatively ineffective in reach- 
ing the organism deep in the vegetations which developed 
in a diseased heart; and (b) the ever-increasing and more 
efficient range of antibiotics which have been shown to.be 
capable of not only subduing the bacteriaemia but also 
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penetrating into these vegetations and destroying the 
organism, so that an apparent cure of S.B.E. can be achieved 
in a high proportion of these desperately sick patients 

According to Gilchrist and Matthew (1948-9) “ oral sepsis 
is a well-worn theme, but in subacute bacterial endocarditis 
the evidence for incrimination of the teeth is overwhelming.” 
In a Varying proportion of cases in all published series a 
dental extraction has been specifically identified as the 
causa causans (Rushton, 1930; Abrahamson, 1931; Okell 
and Elliott, 1935; Feldman and Trace, 1938; Ward et ai., 
1946; Anderson and Keefer, 1948; Cates and Christie, 
1951). That such cases should occur in specific relation to 
dental extractions is clearly a reflection upon both medical 
and dental practitioners, in that these patients are in most 
cases known to lave acquired or congenital cardiac lesions, 
and that for such patients dental extractions are significantly 
hazardous, There is no logical or general uniformity of 
practice in the provision of “cover” for dental extractions, 
and in general it can be said that the provision of such 
“cover” is casual and inconsequent, and is frequently 
ignored. We refer to this later. 


Relationship of Relapse to the Dental State 

Even with efficient antibiotic therapy and the obviousl) 
complete recovery from the disease in a high proportion of 
patients, the relapse rate within a few months or years of 
apparent cure is disturbingly high (18% of 354 patients (Cates 
and Christie, 1951) and 25% of our present small series) 
Several factors can influence the relapse rate, such as failure 
to treat adequately, failure of the therapeutic agent to pence- 
trate to the organism established in cardiac vegetations, or 
development of resistance by the organism. We believe that 
failure to eliminate the primary dental focus from which 
the organism derives is the major cause of relapse. 

Five relapses occurred in the group of patients with S.B.E. 
due to Str. viridans ; each of these patients retained teeth. 
It is also clear that it was the retention of teeth in these 
patients which accounted for the relapses. 

So long as teeth remain in a jaw there is ever present an 
ideal mechanism for the infliction of minor trauma upon 
the alveolar bone or mucous membranes. Mastication, 
teeth-grinding, and particularly the major trauma associated 
with extraction of teeth will inevitably expose the patient 
to recurrent bacteriaemic showers. We believe that in 
recognition of the high relapse rate, the complete removal of 
all teeth should be carried out. If the gravity of the initial 
disease be accepted a relapse may be even more disastrous. 
Is it justifiable to evade the responsibility of advising such 
a patient to have all the teeth extracted under antibiotic 
cover because on clinical and radiological evidence they 
appear to be “ good” ? 

The removal of all “ bad” teeth and a thorough toilet 
of the mouth is usual in the course of the active treatment 
of S.B.E. as soon as the fever and major clinical manifesta- 
tions of the disease have disappeared, and while the patient 
is under full antibiotic therapy 

In four of our relapsed patients (Cases 1, 2, 3, and 4) 
every possible care had been taken to ensure that all “ bad” 
or questionable teeth had been removed, and that only 
“good” teeth were retained. Nevertheless one relapse 
occurred in Cases 1, 2, and 4, and two relapses in Case 3. 
There had been no dental extractions to account for the 
relapses. 


Dental Extractions and Antibiotic Cover 


Dental extractions are followed by a bacteriaemia due to 
Str. viridans (Rushton, 1930; Okell and Eljiott, 1935; 
Elliott, 1939) which is more severe and prolonged when 
the dental sepsis is gross, but is dealt with by the normal 
defence mechanisms of the body in most patients under- 
going dental extractions. Secondary manifestations of this 
episodic bacteriaemia may be apparent in any of the cavities 
lined by serous or synovial membranes, or as metastatic 
lesions in any organ of the body, and it is a general and 
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desirable practice to advise all patients with acquired or 
congenital cardiac lesions to consult their dentist regularly, 
and in the event of a dental extraction to ensure that this 
is carried out under antibiotic “ cover.” 

Ihe diagnostic criteria employed to determine whether 
dental sepsis is significant are (1) the clinical assessment by 
an experienced dentist, and (2) the radiological evidence of 
the presence of a root abscess, of alveolar destruction, or 
of periostitis. When such criteria are unfavourable the 
“bad” teeth are removed under antibiotic “cover,” if 
favourable the teeth are judged to be “ good.” We question 
whether such criteria are adequate, whether “ good” teeth 
do not leave an ever-present source of danger in a patient 
who under no circumstances can afford the risk of relapse 
How long do teeth remain “ good” ? 

The details of the “cover” seem to have received but 
scanty attention. What should be considered an adequate 
prophylactic “ cover” ? 

The American Heart Association recommend that 30 
minutes before an extraction 600,000 units of procaine peni- 
cillin oil containing 2 aluminium monostearate plus 
600,000 units of soluble penicillin should be given by intra 
muscular injection, but we question whether this is entirely 
sufficient to provide adequate protection for an invasive 
process which may continue from the site of trauma for a 
period of several days. At most this could be expected to 
give cover for 24 to 48 hours. Under full cover with soluble 
penicillin (8-12 mega units a day, given four- to six-hourly) 
three of our patients yielded a positive blood culture follow- 
ing dental extractions, although this bacteriaemia was imme- 
diately controlled. Under similar cover six of our patients 
vielded a very heavy growth of Str. viridans within 12 
hours, from extracted teeth, both “bad” and “ good.” 
Five of these patients (including Cases 1, 2, and 3) had 
“ good” teeth as judged by clinical and radiological exami- 
nation, but all three had agreed to a complete dental 
clearance 

It is therefore abundantly clear that the “ cover” did not 
prevent a bacteriaemic shower, although this was imme- 
diately controlled, and that this “cover” by the systemic 
route does not penetrate into the tooth socket and mucous 
membrane of the mouth. In Case 4 we attempted to elim 
inate the possibility of contamination by the buccal flora 
with penicillin lozenges for 24 hours before dental extrac- 
tion, but this failed to eradicats the Str. viridans and the 
lozenges were discontinued on ccount of the danger of 
producing a radical change in the buccal flora. 

It has been our practice freely to admit to hospital for 
dental extraction any patient with an acquired or con- 
genital heart lesion to ensure that the hazard to which they 
must be exposed shall be minimal. 

The control of the incidental antibiotic therapy has been 
in our hands, and our practice is: (a) for the removal 
of one or two teeth or stumps, 1 mega unit of penicillin 30 
minutes hefore operation, followed by 1 mega unit the same 
night, and repeated the morning and evening of the sub- 
sequent day. (b) For more extensive extractions or a “ clean 
sweep” the same practice is followed, but is maintained 
for not less than three days post-operatively, and, when 
a patient is under treatment for S.B.E. or has had a previous 
attack of S.B.E., to increase the daily dosage to | mega 
unit every four to six hours for at least five post-operative 
days. 

Under this regime it has been striking how satisfactorily 
and rapidly even extensively traumatized gum margins will 
heal. 

Summary 


In a series of 43 patients admitted to hospital with 
subacute bacterial endocarditis (S.B.E.) due to Strepto- 
coccus viridans no patient was edentulous. The diag- 
nosis was confirmed by a positive blood culture in 25 
patients (58%) ; in 18 patients (42%) the diagnosis rested 


on the clinical picture, but was confirmed by post- 
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mortem examination in five cases. In seven patients 
(16%) the initial attack of S.B.E. was specifically related 
to dental extractions 10-42 days before admission to 
hospital. Relapses occurred only in five patients who 
retained some teeth after the initial attack of S.B.E. had 
been subdued. All five patients had positive b!ood cul- 
tures. In four patients such teeth as they retained had 
been judged as “ good” after clinical and radiological 
examination, such teeth as were considered “ bad” 
having been removed under antibiotic cover during the 
initial attack of S.B.E. In the fifth patient dental extrac- 
tions were not carried out until the second relapse 

Antibiotic “ cover” for dental extractions in patients 
in the course of active therapy did not prevent a 
bacteriaemic shower, although this was immediately 
controlled, nor was this “cover” effective in steriliz- 
ing the tooth sockets or mucous membranes of the 
mouth. 

We raise the question of whether failure to prevent 
a significantly high relapse rate has been due not to 
ignorance of fundamental facts but to the uncritical 
acceptance of the view that the organism concerned and 
the antibiotic to be used will determine the final success 
or failure of treatment. 

Our small series of cases can be regarded as repre 
sentative of the cases of S.B.E. admitted to any large 
general hospital. In S.B.E. due to Str. viridans the evi 
dence overwhelmingly incriminates the teeth as the all- 
important source of infection. So long as teeth or 
fragments of teeth remain in the jaws a formidable, 
but preventable, hazard is ever present in the lives of 
these patients, and we postulate that in all patients who 
develop S.B.E. due to Str. viridans scrupulous complete 
dental clearance should be carried out as an essential 
item of the therapeutic attack upon the disease. 


We thank the physicians of the United Oxford Hospitals for 
permission to consult their records and follow up their patients 
Mr. C. Annand-Smith for his very valuable co-operation in deal 
ing with the dental problems of our patients; Dr. R. L. Vollum 
for his help with the bacteriological problems; and Dr. S. C. 
Truelove for assistance in revision of the manuscript. 
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“This is a new and important development in hospital 
dentistry,” said the Minister of Health, Mr. R. H. Turton, 
at the opening of a new dental unit at Sunderland General 
Hospital on December 14. The unit, consisting of an out- 
patient department and a laboratory, forms the largest part 
of the building programme for a pilot scheme for providing 
a complete hospital dental service for the Sunderland and 
Cherry Knowle hospital management committee groups. The 
intention is to provide complete dental treatment for long 
stay patients, emergency treatment for; short-stay patients 
and such other dental treatment as is wecessary as part of 
their medical care, specialist diagnosis and treatment for out- 
patients, routine dental treatment for patients with open 
tuberculosis, and routine dental treatment for hospital staff 
The full cost of the buildings is estimated at about £20,000. 
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PREATMENT OF CHRONIC RENAL 
OEDEMA* 
BY 


J. BASIL RENNIE, M.D., F.R.C.P., F.R.F.P.S. 


Consulting Physician, Stobhill General Hospital, Glasgow 


Chronic renal oedema may be defined as a very persis- 
tent oedema associated with gross proteinuria, a fall in 
the level of plasma albumin, and a rise in the plasma 
cholesterol. Renal function may or may not be impaired 
and hypertension may or may not be present. Oedema 
of this type is protracted, lasting months or years. It 
causes discomfort and some risk of death from infection 
of the oedematous tissues (especially in children), 
ilthough this hazard is much less than it used to be since 
the introduction of antibiotics. Oedema such as this is 
most often due to Bright's disease, but may also develop 
in the course of diabetic glomerulosclerosis, amyloidosis 
involving the kidneys, diffuse lupus erythematosus, and 
even thrombosis of the renal veins. 

This review of treatment is concerned mainly with 
oedema due to Bright’s disease, but some of the 
measures advocated are applicable to the relief of 
the other varieties. Recent work has suggested that 
the steroid hormones cortisone and _ corticotrophin 
(Luetscher ef al., 1953; Heymann ef al., 1955), and 
particularly the synthetic forms, prednisolone (Arneil, 
1956) and prednisone, may cause not only diuresis but 
also cessation of proteinuria. With these possible, and 
as yet unconfirmed, exceptions treatment of chronic renal 
oedema is Symptomatic and does not lead to cure. The 
lines of treatment available are summarized in the Table 


Treatment of Chronic Renal Oedema 
General measures: 
f Sodium restriction: cation-exchange resin 


Diet High-protein diet 
f Mersalyl 
Diuretics Others 


Acacia 
Plasma volume expanders ¢ Blood products 
 Polyvidone: dextran 


Corticotrophin 
Cortisone 


 Prednisolone: prednisone 


Steroid hormones 


Stress producers Nitrogen mustard 


Tapping 
General Measures 

Where oedema is considerable, patients are incon- 
venienced by its mere weight and are more comfortable in 
bed. On the other hand, slight oedema is quite compatible 
with a sedentary occupation, and there is no evidence that 
staying in bed influences the course of the disease. Too 
much should not be expected to follow removal of septic 
foci, but an antibiotic should be used at once for even mild 
infections. 

Diet 

Fluid Intake.—Provided the sodium content of the diet is 
adequately restricted, * has become common practice to 
allow patients to drink as much as they wish. I prefer my- 
self to limit fluids to 1,800 ml. in 24 hours if there is no 
fever and no azotaemia. This causes no particular incon- 
venience and allows of more accurate assessment of fluid 
balance. 

Sodium Restriction.—This has been widely practised 
since the time of Widal and Javal (1903). To be of any 
value the salt content of the diet must be less than 2 g. in 


*Read in the Section of Medicine at the Annual Meeting of 
the British Medical Association, Brighton, 1956. 
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24 hours. With such a diet it is unusual to observe dis- 
appearance of oedema or even marked improvement but 
iddition of salt to the diet invariably aggravates oedema. 
The tastelessness of the food may be mitigated by the use o! 
pepper, vinegar, lemon, or garlic, and, for those who demand 
it, salt substitutes are available which owe their flavour to 
potassium. Salt substitutes which contain sodium are, of 
course, equivalent to salt and are valueless. 

Cation-exchange Resin.—This may be used to reinforce 
the effect of salt restriction. It should in theory be par- 
ticularly valuable when the salt-poor diet is required also 
to be rich in protein, as proteins contain much sodium. 
The cation resin clings to sodium in the gut, hydrogen ions 
being liberated in exchange and absorbed. Accordingly 
when renal function is impaired, as indicated by azotaemia, 
resin should not be used as it increases any existing tendency 
to acidosis. Excessive loss of potassium and less commonly 
of calcium may also occur in the faeces and lead to symp- 
toms of deficiency, but the risk of hypokalaemia has been 
diminished by the incorporation of resin in the potassium 
phase in amounts up to 25% of the total dose. Supplements 
of potassium may still be required, and close biochemical 
control is always necessary. The dose of resin is 15-30 g. 
three or four times a day, best given in chilled fruit juice 
which contains potassium (50 mg. in an oz. (175 mg. per 
100 ml.) of orange juice) 

In my experience a high “"* 

proportion of patients refuse ATION 

to continue with resin be- 
cause of nausea, heartburn, 


or the unpleasant taste. .-“h | 

Others have recorded better re 

results (Lippman, 1951). hf 
Severe constipation is com- ~~ |' 

mon and faecal impaction || Sane 7 

may occur. A mild purga- 

tive such as senna should be ay 

given daily. Even when Fig. 1.—Failure of cation resin 


none of these difficulties was 
encountered the results of treatment with a cation-exchange 
resin have not been spectacular (Fig. 1). (In Figs. 1-9 the 
patients all received a high-protein salt-poor diet, and the 
fluid intake was limited to 1,200 ml. or to 1,800 ml. a day.) 
High-protein Diet.—This was introduced by Epstein (1917) 
in the hope that it would counterbalance the loss of protein 
from the body in the urine, and permit restoration of the 
plasma albumin level, with consequent disappearance of 
oedema. In practice this seldom if ever takes place. and 
diets containing 200 g. or more of protein a day are no 
longer used, but it is customary to give a diet containing as 
much as 100-120 g. of protein because of the prolonged 
proteinuria. It is essential that the blood urea should be 
within normal limits initially, and that observations should 
be repeated at regular intervals. The blood urea may rise 
slightly, but if it reaches a level of more than 50 mg. per 
100 ml. some reduction of protein is called for. As already 
stated, protein foods contain much sodium, and salt-free 
butter or margarine, sodium-free flour, and sodium-free con- 
centrates of protein make easier the construction of the diet. 
Because of the lipaemia which is present in chronic renal 
oedema, restriction of fat in the diet was commonly 
advocated. No obvious benefit follows this procedure, which 
has now been generally abandoned. 


Diuretics 


The organic mercurials, of which mersalyl may be taken 
as an example, are sometimes outstandingly successful 
Mersalyl acts by preventing reabsorption of chloride in the 
renal tubule. It should not be used if azotaemia or gross 
haematuria is present. Some physicians, of whom I used to 
be one, oppose its use altogether in chronic renal oedema, 
but after a period of over twenty years I cannot be certain 
that I have seen renal damage caused by it. On the other 
hand, I know of two patients who recovered and now show 
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no evidence of renal disease sixteen years after the use of 
a mercurial in childhood. There is no doubt that it is often 
very effective, and Fig. 2 shows complete disappearance of 
oedema after one injection of mersalyl in a boy of 10 who 
had been oedematous for months. This result cannot be 
regarded as typical, and indeed mersaly! may fail to produce 
diuresis, possibly most frequently in those with very severe 
hypoalbuminaemia. It is probably advisable always to 
supply chloride from the start by giving 2 g. of ammonium 
ere Chloride four times 
** a day in emplets 
brood or capsules during 
0004 4s the period when 
} mersalyl is being 
i given. Even this 
35 plan does not 
always result in 
adequate diuresis 
(Fig. 3). Intraven- 
ous injection of 
0.25 g. of amino- 
phylline (which in- 
‘ creases glomerular 
A hours after ad- 
Fic. 2.—Diuresis after a single dose of ministration of 
mersalyl. mersalyl has not 
produced material 
diuresis when I 
— | have used it in the 
Mensa, 606 8s treatment of 
pon, oedema (Fig. 3). 
9 7s The alternate use 
of mersalyl with 
ammonium 
chloride and of 
JU 
2c tion of mersalyl in 


ay 
Fic. 3.—Failure of mersalyl and ammon- patents who had 
ium chloride along with aminophylline. "0 diuresis with 

cation resin alone 


CATION RESIN _  wecHT may give some response 
_ | (Fig. 4). 
Lom If taken in large 
quantities, 60 g. or 
more a day, urea will 
20004 ac provoke diuresis. The 
n great difficulty is its 
very unpleasant taste 


oo} Ler | and tendency to pro- 


AMIMON CHLOS WEIGHT 


29 


voke nausea, vomiting, 

- and diarrhoea, and few 

patients can stand it for 

more than a few days. 

: ae It should only be given 
Fic, 4.—Failure of cation resin 2 a 


alone. Diuresis with addition of ‘f the blood urea is nor- 
mersalyl. mal at the start of the 


treatment, and frequent 

observations are necessary. In my experience it is much 
less effective than mersalyl. 

Purines, acetazolamide, and aminometradine mictine 

in my hands have been of no value in chronic renal oedema. 


i J 


Plasma Volume Expanders 


In the first world war acacia in 6% solution was given 
intravenously in the treatment of shock, the plasma volume 
being increased by tissue fluid drawn into the blood stream 
through the osmotic effect of the acacia. When used sub- 
sequently in the treatment of chronic renal oedema it was 
found that diuresis followed in a fair proportion of cases. 
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Acacia is not metabolized, however, and ceased to be used 
when it was found to remain indefinitely in the reticulo 
endothelial system of experimental animals. 

Blood products were next tried. Blood itself and plasma 
were found to be of no value, but concentrated serum gave 
better results. As might be expected, 25% concentrated salt- 
free human albumin proved to be better than any. Its effect 
is temporary, it is very expensive, and it is unobtainable in 
this country. 

Polyvidone was developed in Germany during the war as 
a substitute for plasma, but has not been adopted extensively 
elsewhere because there is doubt about its fate in the body. 
I have not used it in the treatment of oedema. 

Dextran is a polysaccharide formed by the condensation 
of the glucose moiety of sucrose by the action of the 
organism Leuconostoc mesenteroides. Commercial dextran 
is prepared by hydrolysis and fractional precipitation of this 
crude dextran. When given to man it is in part excreted in 
the urine and faeces or fully metabolized. Spectacular 
diuresis often follows its use (Fig. 5), when $40 ml. of 10% 
salt-free solution is given in- 


this country on_ patients 

suffering from shock and/or - 


travenously by continuous URINE eee WEIGHT 
drip over at least four hours 3000 je 
on up to five consecutive 

days (Mollison and Rennie, 
1954). Dextran is claimed 

to be non-antigenic after 7° Hi $5 
numerous trials in Scandi- | 
navia, the United States, and 


growing personal experience | 

of its use as a diuretic, how- 

ever, I have noted headache, DAY 

nausea, backache, urticarial pig 5 Spectacular diuresis 

rash, and, less commonly, after 540 ml. of 10% salt-free 

vomiting and bronchospasm. solution given by continuous 

Some of these manifestations 4"P for at least four hours on 
. five consecutive days. 

are due to rapid increase of pee 

blood volume and can be mt 

prevented or mitigated by 

slow infusion. It must be 

concluded that symptoms ad 

such as _ urticarial rash, 

shivering, and broncho- ' 

spasm are due to sensitivity. 100-h, 

Tests for sensitivity before 

injection have so far not ] poof. 

proved reliable. If symp- 

toms do occur the drip avs 

should be stopped and 0.5 fig 6.—Failure of dextran 

ml. of adrenaline given sub- due to sensitivity. 

cutaneously. Diuresis is 

poor or absent when a reaction occurs (Fig. 6). In this 

patient an urticarial rash developed with the last injection 

of dextran and later became haemorrhagic. There was also 

some fever, headache, and backache. This was the most 

severe reaction encountered in over 100 infusions of dex 

tran. In all, reactions believed to be allergic have been 

observed on nine occasions. I believe that dextran should 

not be given when there is hypertension, and | have not 

given it to anyone with significant azotaemia. 


Steroid Hormones 


Cortisone and corticotrophin are claimed to promote 
diuresis in 60 to 80% of patients and to be more successful 
in children than in adults. The mode of action is uncertain 
but has been ascribed to a relative insufficiency of the 
adrenal cortex after withdrawal of the hormone. This can 
hardly be the full explanation, as in a fair proportion of 
cases diuresis starts before withdrawal, this being particularly 
true regarding the new synthetic preparation prednisolone. 
Disappearance of proteinuria and apparent cure have been 
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ittributed to these hormones, and recent work appears to 
indicate that this happens most often with prednisolone. 

If cortisone or corticotrophin is used in the initial stage 
because of its action in promoting retention of water and 


sodium, there is often increase of oedema, which can be 
ignored. Patients who have been on a strict salt-free regime, 
howeve nay have a disproportionate retention of water 


with sy npt ms of water intoxication weakness, head iche, 

liguria, azotaemia, and occasionally mental confusion and 
convulsions. A low level of plasma sodium would be 

contraindication to the use of these hormones Hyper- 

kalaemia from their anti-anabolic effect is also sometimes 

seen, while later, when diuresis develops, excessive loss of 

potassium or sodium may occur. The dose of cortisone ts 

200 mg. by mouth in divided doses, and of corticotrophin 

100 mg. by intramuscular injection, both for ten days. The 

gel may be used. Prednisolone is given by mouth in doses 

of 60-80 mg. for ten days, then 40-60 mg. for ten days, and 

so on, tapering off gradually. With this substance there is 

claimed to be no tendency to retention of sodium and water 

Phenoxymethylpenicillin should be given as protection from 

intercurrent infection during 

w the treatment If there is 

hypertension or azotaemia 

Po’ hormones should not be 

pot 1 used. A further course 

should be given if relapse 

occurs 

My experience is limited 

to nine courses given to four 

patients, ranging in age from 

14 to 36 years. With corti- 

sone and corticotrophin no 

re striking diuresis ensued. Fig. 

AY 7 shows failure of cortico- 

Fic. 7.—Failure of cortico- ‘’ophin in a man of 36 years. 

trophin (A.C.T.H.) Good diuresis followed the 

administration of predniso- 

lone in a boy of 14 (Fig. 8), but there was no change in 

blood chemistry or in proteinuria. (During treatment fever 

developed and the dose of phenoxymethylpenicillin was 

increased from 125 to 250 mg. six-hourly. Diarrhoea with 

incontinence followed and the urinary output could not be 

measured for a time.) A second course has also produced 

a good diuresis After two periods of treatment with 

prednisolone in the same 14-year-old patient neither cure 
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Fic. 8.—Diuresis during administration of prednisolone. 


nor alleviation of proteinuria has occurred. Various other 
dosage schedules with cortisone and corticotrophin have 
been recommended, including “ continuous” treatment with 
a smaller dose and treatment on three days a week for pro- 
longed periods. The results seem no better 

The asual side-effects may follow the use of the steroid 
hormones, but these are not of much consequence and dis- 
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ippear when the treatment is discontinued. I have, how- 
ever, seen permanent diabetes develop in one adolescent after 
eleven days on corticotrophin. A family history of diabetes 
was not obtained. 

Nitrogen Mustard 


In view of the hypothesis that glomerulonephritis is due 
to an abnormal antigen-antibody response following infec 
tion with haemolytic streptococci, nitrogen mustard was 
riginally given to patients suffering from chronic glomerulo 
nephritis because it interferes with antibody production 
(Chasis et al., 1950). No evidence of benefit on the course 
of the disease was observed, but diuresis was sometimes 
noted to occur. On this account it has subsequently been 
used in the treatment of chronic renal oedema, alone (Bald 
win et al., 1953) and combined with cortisone or cortico 
trophin. The consensus of opinion is that nitrogen mustard 
does no more than produce diuresis occasionally, while it 
has its usual severe general effects and a depressant action on 
the marrow. It does not enhance the action of the steroid 
hormones (Greenman ef a/., 1955). I have not used nitrogen 
nustard. 

Tapping 

By tapping is meant the removal of oedema fluid, 
commonly by draining it off with Southey’s tubes inserted at 
the ankles or by paracentesis 
ibdominis. The need to do YS TUBE 
this arises when methods of x50, 
inducing diuresis have failed 
or are unsuitable. Before the Lae 
introduction of antibiotics it) 
carried a not inconsiderable 
risk of infection locally, and | ty } 
| have seen a fatal cellulitis Weed » 
occur. In Fig. 9 is shown 
the effect of tapping in a - 
patient in whom all other 
ittempts to dissipate oedema 
had failed (Figs. 1, 3, 6, 
and 7) It is particularly 
interesting to observe that 
the urinary output increased after many litres of oedema 
had been removed by tapping 


Fic. 9.—Relief of oedema wit! 
Southey’s tubes. 


Summary 


It is a useful routine to use a salt-poor diet and, when 
renal function permits, one which contains 100-120 g. of 
protein. As a rule this does not cause disappearance of 
oedema, and in my hands the addition of a cation- 
exchange resin has not generally resulted in a great 
increase in diuresis. Mersalyl and ammonium chloride 
should then be given if the renal status permits. Oedema 
is at least temporarily dispelled by this form of treatment 
in over 50% of patients. If no beneficial result is 
obtained, dextran may be tried or a steroid hormone 
may be used, and if these fail tapping is done. It should 
be added that, at the time of writing, striking claims have 
been made for prednisolone, which, if substantiated, 
would make it the treatment of choice. With the hor- 
mones, and in particular prednisolone, there is some 
indication that cure and not merely palliation may 


result. 
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CORTICOTROPHIN AND CORTISONE 
THERAPY IN DERMATOMYOSITIS 
BY 
MORGAN MCcELLIGOTT, M.D., M.R.C.P.L 


Consultant Physician, Portiuncula Hospital, Ballinasloe, 
Co. Galway 


The first report of the treatment of acute dermatomyo- 
Sitis by corticotrophin was published in 1949 by Elkin- 
ton and his colleagues; it described the case of a 
moribund 5-year-old boy suffering from the disease 
which remitted after a four-weeks course of cortico- 
trophin, following on two shorter unsuccessful trials. 
Thorn et al. (1950), in their paper on corticotrophin and 
cortisone, mentioned three cases, in two of which im- 
provement occurred. This was not sustained according 
to Wedgewood er al. (1953), who described 10 cases and 
concluded that a cure by these hormones may be ex- 
pected in the acute case only. 

The following three instances demonstrate success and 
failure from the use of corticotrophin in this condition. 


Case 1 


A woman aged 30 was admitted to hospital on January 
12, 1955, with a four days’ history of sore throat, profuse 
sweating, mild rigors, general malaise, and cramp-like pains. 
The latter began in the calves and later spread throughout 
the legs, also involving the shoulders, neck, arms, wrist, and 
fingers ; this was accompanied by an erythematous rash 
on the upper limbs and face. The patient stated that 
a painful bilateral swelling had occurred in the wrists and 
in the first and second metacarpo-phalangeal and inter- 
phalangeal joints, but this was not evident on admission. 
Three weeks previously the patient had developed an upper 
respiratory infection, which persisted until the present ill- 
ness. 

The past history included scarlet fever at the age of 5 
and very frequent sore throats as a child. The patient's last 
period was on December 1. 

Examination showed a very ill woman, who remained 
motionless because of the painful musculature ; tempera- 
ture 99.8° F, (37.7° C.); pulse 106. An erythematous 
macular rash was present on the extensor aspects of the 
fingers, hands, forearms, and shins. Bilateral muscular 
tenderness was elicited in the upper trapezius, sterno- 
mastoids, upper arms, and quadriceps ; there was also some 
tenderness at the dorsum of the right wrist and in the right 
calf and abdominal musculature. There were no con- 
tractures except for some limited flexion of the right wrist. 
Vaginal examination was negative. 

Investigations.—Chest x-ray examination negative. Elec- 
trocardiogram, abnormally low T waves in all leads. 
Urine : albumin + ; 24-hour urinary excretion of creatine, 
120 mg. Haemoglobin, 13.1 g./100 ml.; whie-cell count, 
27.550 per c.mm. (polymorphs 91%, lymphocytes 9%). 
Plasma proteins, 7.4 g./100 ml. (albumin 3.8 g., globulin 
3.6 g.). Biopsy of right biceps muscle showed normal 
tissue. 

A preliminary trial with salicylates, penicillin, and chlor- 
tetracycline proved fruitless. The disease progressed rapidly 
with a steadily rising temperature ; wasting and weakness 
became evident in the muscles of the shoulder-girdles, arms, 
flexor aspect of the forearms, small hand muscles, thighs, 
and especially in both calves; the latter showed extreme 
contractures which, together with some anterior tibial weak- 
ness, resulted in bilateral foot-drop. The knee-jerks became 
absent and the ankle-jerks weakened. 

On January 23, with a tempera‘ure of 105° F. (40.6° C.) 
and a pulse of 120, corticotrophin gel, 60 mg. twelve-hourly, 
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was given. A response occurred within twelve hours, when 
the temperature became normal and the pulse fell to 90. 
On the following day muscle tenderness disappeared, the 
knee-jerks returned, there was more movement at the ankles, 
and ihe rash was resolving, Some vaginal bleeding occurred, 
and blood clots were passed ; vaginal examination (Mr. H. R. 
Arthur) was negative, and it was thought to be a delayed 
menstrual period. This was followed by a recurrence twelve 
days later and a foe‘al abortion on February 10, accom- 
panied by marked shock due to blood loss. The patient 
was transfused with 4 pints (2.3 litres) of blood, and rapid 
recovery ensued. The abor.ion took place two days alter 
an attempt to reduce the corticotrophin, which was accom- 
panied by a rise in temperature and a recurrence of muscu- 
lar weakness. These symptoms cleared on reinstituting 
the original dose of 60 mg. twelve-hourly. 

After thirty days’ treatment with corticotrophin the 
patient was feeling very well; a Cushing-like physique had 
developed, with a brown pigmentation on the face, upper 
limbs, and trunk; transient hypokalaemia was treated by 
added potassium chloride. Muscle contractures were absent, 
but some wasting was still evident. The leucocytosis was 
still present, but soon began to resolve. The corticotrophin 
dosage was reduced gradually by 5 mg. daily and was finally 
stopped on April 15; total dosage was just under 5g. A 
further electrocardiogram proved normal. At the follow-up 
nine months later the patient was healthy wi.h a normal 
musculature and a gradually resolving Cushing-like facies. 


Case 2 

A 49-year-old woman was admitted to hospital on 
February 25, 1955, A two-months history of increasing 
evening lassitude included five weeks in which she suffered 
from severe myalgia. Initially there was dull pain in the 
right calf on walking, followed by involvement of the left. 
The pain increased in severity and was present on resting, 
until she was unable to rest her calves on the bed because 
of great tenderness which caused insomnia. An occasional 
rigor occurred and a productive cough developed. Two 
weeks before admission similar pain appeared in the arms, 
affecting the triceps muscles especially. 

Examination showed a cheerful but exhausted thin pale 
woman wih an extremely high malar flush and early club- 
bing of the fingers; temperature 101° F. (38.3° C.); pulse 
98. She was coughing up about 6 fl. oz. (170 ml.) of 
purulent sputum daily. The lungs demonstrated extensive 
coarse crepitations at both bases, especially on the right 
side. Great bilateral tenderness was present in the biceps, 
forearm, and calf muscles, the laiter obviously being very 
wasted. 

Investigations —Chest x-ray 
cardiogram normal. Sputum: mixed flora, no acid-fast 
bacilli present. Urine examination normal. Haemoglobin, 
9.1 g./100 ml.; white-cell count, 19,350 per c.mm. (poly- 
morphs 88°, lymphocytes 6 monocytes 6%). Plasma 
proteins 5.3 g./100 ml. (albumin 2.75 g., globulin 2.55 g.). 

Transient pain in the left arm with weakness of the hand 
appeared on March 8, tollowed two days later by a sudden 
sharp pain in the same area, extending from shoulder-tip 
to wrist and lasting four hours; this was succeeded by 
bilateral paraesthesiae in the dorsal and palmar surfaces of 
the hands and fingers, especially the left. A bilateral palmar 
ery:hema simulated that of hepatic failure, but other clinical 
evidence of this entity was absent and liver-function tests, 
including alkaline phosphatase, thymol turbidity, zinc sul- 
phate, flocculation, and van den Bergh, proved normal. On 
March 16 the upper limbs showed wasting of the upper 
arm musculatures and thenar eminences; muscle contrac- 
tures of both elbow-join‘s, with painful extension limited 
to 160 degrees ; and painful limited flexion of the left wrist 
at 120 degrees. \ieneral muscular weakness and lower-limb 
wasting greatly increased and the skin was very dry and 
An easily evident lesion of the lower motor neurone 
this was pronounced in the leit 


examination and electro- 


scaly, 


developed in both hands ; 


hand, which showed a progressive main-en-grifle. X-ray 
Bairisn 4 
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examination of the cervical vertebrae showed marked 
spondylosis, which was thought to have caused the nerve 
lesion. Biopsy of both biceps muscles showed a non-speci- 
fic change--namely, some atrophy of the muscle fibres and 
patchy sarcolemnar nuclear proliferation; skin biopsy 
proved normal. Three-day urinary creatine-creatinine 
estimation was within normal limits, but, as the daily figures 
diverged widely, it is thought that the collection of speci- 
mens was incomplete and therefore meaningless. 
Simultaneously with the above course of events the ad- 
ministration of penicillin, streptomycin, or chlortetracycline 
did not seem to affect the general illness or the sputum, 
which was produced in quantities of 4 fl. oz. (114 ml.) daily. 
Atelectasis of the left lower lobe occurred; this was 


resolved by bronchoscopy. There was never any evidence 
ot lung abscess or empyema, and thus the purulent sputum 
Originated in the bronchial tree. The temperature ranged 


from 99 to 100° F. (37.2 to 37.8° C.), and the pulse rate 
remained around 90 a minute; anaemia and leucocy tosis 
persisted. A second trial with streptomycin, |] g. twelve- 
hourly, was begun on March 25 and continued while the 
patient was on corticotrophin ; the disease did not alter 
during the initial week on this antibiotic 

On March 31 corticotrophin gel, 60 units twice daily, 
was given intramuscularly. In forty-eight hours the patient 
was afebrile and greatly improved symptomatically. Lower- 
limb tenderness disappeared ; the upper limbs became less 
painful, until pain was limited to the left hand; and the 


elbow-joint contractures resolved in one week. The patient 
was maintained on corticotrophin for thirty-four davs, re- 
ceiving 2.2 g. in all, the dose being gradually decreased afte: 
an initial seven days. A further atelectasis of the left lower 


lobe occurred ; it was re-expanded by bronchoscopy, which 
revealed no intrabronchial disease (Mr. W. C. Barnsley). 

On stopping the corticotrophin recovery was complete, 
except for some paralysis and wasting of the small muscles 
of the left hand, which resolved on physiotherapy over a 
period of some months. The sputum decreased rapidly and 
eventually cleared Nine months later the patient had 
gained weivht and remaired symptom-free 


Case 3 


A woman aged 47 was admitted to hospital on February 
18, 1955, with a history of aching limbs, accompanied by 
an erythematous rash for four months, and painful swelling 
of both arms, with limited movement for six weeks: she 
was bed-ridden for this latter period. The menopause had 
occurred at the age of 44 and a recent curettage for vaginal 
haemorrhage proved negative. 

On examination the patient was grossly weak and unable 
to sit up in bed unsupported: temperature 100° F. 
(37.8° C.); pulse 116. There was a generalized scaling 
facia! erythema, but this was only mildly evident in the 
peri-orbital areas; it principally involved the sides of the 
neck and V area of the chest, was present slightly under 
the chin, and was accompanied by some retro-auricular 
scaling and pityriasis capitis. The dorsa of the hands and 
fingers were erythematous, with multiple small telangiectasia 
in the nail-folds and dyskeratosis of the cuticles. A marked 
symmetrical oedema was present in both arms from the 
mid-brachial area distally, and mild oedema was found 
in the sacral and lower-limb areas. Tenderness of the 
upper-arm'and thigh muscles was evident and most of the 
limb muscles were very weak-——namely, sternomastoids, 
upper trapezius, abductors and adductors of shoulders, 
flexors and extensors of elbows, smal! muscles of hands, 
hip-joint flexors, quadriceps, and hamstrings ; the calf and 
anterior tibial muscles were weak to a less extent, and 
bilateral elbow-joint contractures limited extension to 135 
degrees : thus the patient was unable to lift hand to mouth, 
flex neck on chest, or clevate legs off the bed 

Investigations.—Chest x-ray examination negative. Elec- 
trocardiogram normal Urine ak umin +: three-day 
urine creatine-creatinine excretion in ine. 830, 582, 698, 
499, 738, and 421, respectively. Haemoglobin, 12.3 g./100 
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ml. ; white-cell count, 9.100 per c.mm. (polymorphs 72°, 
lymphocytes monocytes 5”). Plasma _ proteins, 
6.2 g./100 ml. (albumin 3.4 g., globulin 2.8 g.). Plasma 
electrolytes and blood urea were normal. Biopsy of right 
biceps muscle: “ Marked muscle oedema, with a little diffuse 
and some focal infiltration with lymphocytes, atrophy of 
some muscle fibres, with quite marked sarcolemmar nuclear 
proliferation.” 

Treatment with corticotrophin gel, 60 mg. twelve-hourly, 
was begun on February 26. An instantaneous improve- 
ment occurred ; the temperature and pulse fell to 98.4° F. 
(36.9° C.) and 84 respectively, and the rash started to dis- 
appear, The patient became very cheerful and her general 
condition gradually improved, although the muscles re- 
mained as previously, with the exception of the arms, which 
she was able to elevate to an increasing degree. 

On March § transient dysphagia and concomitant soft- 
palate paralysis occurred, which resulted in regurgitation 
of fluid nasally. Tracheal aspiration caused a collapsed 
right lower lobe. which was easily expanded by immediate 
bronchoscopy, the patient being too weak for effective physio 
therapy Penicillin administration was begun, and was 
continued daily. Dysphagia was still present on the fol- 
lowing day; a Ryle tube was passed, and the patient was 
fed with a well-balanced fluid diet. The dose of the hor 
mone was increased by giving corticotrophin, 80 meg 
intravenously over a period of twelve hours, without any 
clinical improvement taking place 

The patient was deteriorating rapidly, being very weak 
and unable to cough up sputum. Plasma electrolytes and 
white-cell count were as previously Corticotrophin was 
discontinued and cortisone, 75 mg. twelve-hourly, was given ; 
some transient subjective improvement was apparent, but 
forty-eight hours later, on March 12, she died. The terminal 
day showed: white-cell count 16,000 per c.mm. (polymorphs 
925,); a mild hypokalaemia (3.1 mEq per litre) was present, 
which was thought to be insignificant. Total dosages were 
corticotrophin, 1.44 g. ; cortisone, 300 mg 

Necropsy (Dr. R. D. Eastham).—Skin: no macroscopic 
abnorm: lity ; sections taken from forehead, cheek, neck. 
arm, chest, and thigh showed a very severe and extensive 
change consistent with dermatomyositis—-namely, atrophy 
of the epidermis, with hydropic degeneration of the basal- 
cell layer, oedema of the corium, with a very marked 
lymphocytic infiltration. Muscle: obviously pale and 
wasted in all regions; sections taken from the pharynx, 
chest, arm, abdomen, and thigh showed a very severe der- 
matomyositis—namely, extensive fragmentation of the fibres, 
loss of transverse striation, hvalinization, vacuolar degener- 
ation, proliferation of the nuclei, and marked lymphocytic 
infiltration. The diaphragmatic muscles showed mild lym- 
phocytic infiltration, which might be construed as early 
involvement. Heart : normal. Kidneys : moderate arterio- 
sclerosis, some mild degree of fibrinoid necrosis of she 
glomeruli. Lungs: early bronchopneumonia present. 


Discussion 


In the absence of treatment, approximately 50% of 
patients die inside a period of some weeks to a few years. 
A few may recover entirely ; others improve to some extent 
and remain stationary, or become chronically crippled 
(O'Leary and Waisman, 1940; Sheard, 1951). 

Cortisone and corticotrophin give varying results in this 
condition; there is no doubt that the most favourable 
results are obtained in an acute case, which is characterized 
by rapid onset of pyrexia, leucocytosis, general toxaemia. 
erythematous rash, and painful myopathy. 

Single cases which satisfied these criteria and which 
responded to the drugs are reported by Elkinton et al. (1949), 
Oppel er al. (1950), Suzman and Rudolph (1951), Williams 
and Bowler (1951), Clein (1953), Wilson (1954), and Dom- 
zalski and Morgan (1953). In each instance the temperature 
was at least 101° F. (38.3° C.) and there was a typically 

1 distributed rash with tender musculature. A leucocytosis 
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occurred in three instances ; three cases showed a negative 
muscle biopsy (Clein ; Wilson ; and Domzalski and Morgan) ; 
Williams's case had a six-months history and showed marked 
change in the biopsy ; Suzman and Rudolph’s patient demon- 
strated a mild non-specific muscular change ; muscle biopsy 
was not mentioned in the case reported by Elkinton er al., 
but would be presumably positive in view of the extensive 
disease. The duration of the illness was under three months 
in all these cases, except that reported by Williams. In 
every Case response to corticotrophin or cortisone was 
almost instantaneous, the temperature falling to normal in- 
side twelve hours to four days ; the rash and muscle tender- 
ness soon disappeared and power returned with a normal 
range of movement. Domzalski and Morgan's case deviated 
from this generalization in that an initial short administra- 
tion of the drugs failed and an unusual exfoliative derinatitis 
took some months to clear 

Acute dermatomyositis failing to respond to cortico- 
trophin and cortisone has been reported by Kierland et al. 
(1952), Wedgewood et al. (1953), Smith (1955). and in Cabot 
Case Report 38151 (1952). The latter was given cortisone, 
75 mg. daily for a fortnight, without improvement, and an 
exacerbation occurred on cessation of treatment Smith 
Stated that some slight improvement occurred, but the patient 
died on the sixth day of treatment from hepato-renal failure. 
Case 17 of Wedgewood er al. responded transiently to the 
drugs ; it was felt that the initial response was non-specific— 
that is, the muscular weakness was not really affected; the 
patient died after 18 months from gastro-intestinal haemor- 
rhage. A dramatic response, such as happened in the suc- 
cessfully treated cases described above, never occurred in 
these instances. 

The cases mentioned here as chronic dermatomyositis 
differ from those previously described in: (1) the less toxic 
condition of the patient and the absence of any marked 
pyrexia or leucocytosis, and (2) the duration of disease, 
which averaged more than twenty months. Authors report- 
ing such cases are: Ragan (1950), Thorn er al. (1950), Shy 
and McEachern (1951), Anderson (1952), Gross (1952), Kier- 
land et al. (1952), Ross (1952), Wedgewood er al. (1953), and 
Wilson (1954). Shy and McEachern’s patient had 2! years’ 
history of dermatomyositis, characterized by an atrophic 
skin oedema, weakness and wasting of all four limbs, and 
dysphagia ; slow improvement occurred on cortisone. Thorn 
et al. mention three cases, two of which had a two-months 
history before therapy and responded initially, but further 
follow-up showed only suggestive improvement, and one of 
these patients died from the disease (Wedgewood er al., 
1953). The third case reported by Thorn et al. did not 
respond to corticotrophin but slightly improved on cortisone. 

Nine children suffering from the more chronic form of 
the disease were treated with the drugs by Wedgewood and 
his colleagues. Most of these cases were also treated with 
testosterone, which makes therapeutic assessment of the effect 
of corticotrophin and cortisone almost impossible. Seven 
patients showed some improvement. One instance was a 
child who suffered from the disease from the age of 2 years 
and 3 months to 8 years. In that case many acute exacer- 
bations occurred, some of which cleared spontaneously ; 
others were treated by cortisone, with response in some of 
the treated episodes. When the disease finally remitted 
there was marked muscular atrophy with some limitation 
of movement. Another patient was only slightly influenced 
by corticotrophin, but responded steadily to a prolonged 
course of testosterone. Only three patients were cured, 
two died, and four were either crippled or retained the 
illness in an active state. 

Kierland et al. report three non-acute cases. One patient 
improved, with partly restored muscle function, and another 
improved gradually but probably spontaneously rather than 
because of the drug. The cases described by Wilson and 
by Gross showed some clearing of the rash, but otherwise 
no improvement. There was a very transient improvement, 
which lasted for a few days, in Ragan’s two cases, while 
Anderson's patient showed a poor response. Thus these 
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cases showed a rather poor or, more usually, non-existing 
response to corticotrophin and cortisone—in marked con- 
trast to the rapid cure achieved in the successfully treated 
acute cases. 

These hormones have been used in the treatment of 
dermatomyositis in association with malignant disease, and 
the results vary. Schwachman (1950) reported the case of 
a child with acute leukaemia who developed dermato- 
myositis which cleared rapidly with corticotrophin. Simp- 
son (1953) described a patient who had had a mastectomy 
in 1943, followed by excision of a local malignant recur- 
rence in 1949; three years later acute dermatomyositis 
occurred, which responded immediately to corticotrophin. 
Mitchell and McCarthy (1955) described an instance of acute 
dermatomyositis in which cortisone caused a temperature 
fall and some fading of the rash, but otherwise no altera- 
tion of the course; at necropsy carcinoma of the aortic 
glands was revealed. Oppel er al. refer to a patient with 
carcinoma and dermatomyositis who showed no improve- 
ment on the hormones. 

A negative muscle biopsy, as in Cases | and 2 described 
above, is a frequent finding in the acute stage of dermato- 
myositis (Clein; Simpson; Wilson). The absence of a 
skin rash in Case 2 does not invalidate diagnosis (O'Leary 
and Waisman, 1940; Sheard, 1951; Cottel, 1952). Case 3 
differed from the successfully treated patients in the lower 
pyrexia, absence of leucocytosis, positive muscle biopsy, 
gross muscular weakness, and marked oedema ; this patient 
also appeared to be less acutely ill on general examination, 
in contrast with the extremely acute toxic'course of Case | 
before treatment. 

Summary 

Three cases of dermatomyositis treated by cortico- 
trophin and cortisone are reported. The literature on 
this form of therapy is reviewed. 

It may be deduced from this review that cortisone or 
corticotrophin can be a life-saving drug in the acute ful- 
minating attack of dermatomyositis, and in such a case 
the effect when it occurs is very dramatic. The drug 
usually fails to improve the more chronic form of the 
disease, but in view of the occasional success claimed in 
this category it should never be withheld. Likewise, in 
dermatomyositis associated with neoplasm a curative 
effect of the former process by the hormones has been 
described. 

This work was carried out at the Newcastle General Hospital. 
I am indebted to Dr. C. E. Kellett for permission to publish 
these case reports and for his valuable criticism of this paper. 
I thank Dr. R. D. Eastham and Dr. B, E. Tomlinson for help 
on pathological matters. 
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Hypoglycaemia has been recognized as a clinical entity 
for only about fifty years, although some of the 
mechanisms by which it may be produced must have 
been operating throughout the ages. After the introduc- 
tion of insulin for the treatment of diabetes in 1922 
insulin “ reactions ” were observed for the first time, and 
Seale Harris then realized that he had seen patients with 
similar symptoms who were not being given insulin ; 
thus in 1924 he introduced the concept of “ spon- 
taneous ” hypoglycaemia (Harris, 1924), and since then 
papers too numerous to quote have been devoted to the 
subject 

I have used the term “endogenous” rather than 
‘spontaneous ” because it is more accurate, since there 
must always be a reason for the development of hypo- 
glycaemia even if it cannot be fully understood, and 
endogenous hypoglycaemia may be defined as the produc- 
tion of an abnormally low blood-sugar level by any 
means other than the exogenous administration of 
insulin, usually giving rise to symptoms or, less often, 
to physical signs. 

My observations have been limited to those patients 
in whom hypoglycaemia appeared to be the primary 
factor in the production of symptoms, thereby excluding 
hypoglycaemia which is part of a complex biochemical 
syndrome, as in gross liver disease or endocrine disorders 
and in other uncommon conditions. There remain for 
consideration three main types of endogenous hypo- 
glycaemia—namely, organic hyperinsulinism resulting 
from the presence of functioning pancreatic islet-cell 
tumours, hypoglycaemia arising as a sequel to various 
gastric operations, and psychosomatic hypoglycaemia. 


Diagnostic Criteria 

In our present state of knowledge establishing a diagnosis 
of endogenous hypoglycaemia must rest ultimately on blood- 
sugar estimations. It seems to be beyond doubt that there 
is no critical level at which the clinical manifestations of 
hypoglycaemia appear, and the values differ from one person 
to another and in the same individual from time to time 
The production of symptoms seems to be determined either 
by abnormally low blood-sugar concentrations fusually in 
the region of 55 mg. per 100 ml. or less) or by an extremely 
rapid fall, such as 100 mg. per 100 ml. or more in thirty 
minutes, without the production of unusually low levels. 
There is no constant relationship between the blood-sugar 
concentration and the severity of the symptomatology. 

Moreover, it was stressed by Richardson and Russell 
(1952) that if the manifestations are severe and prolonged, 
as in the coma produced by an islet adenoma, the blood 
Suit may return to norm il or even rise above norm il 
before the patient recovers, and this can easily lead to 
diagnostic errors. The glucose-tolerance test may be a valu- 
ible aid in the diagnosis and differentiation of clinical hypo- 
*Read in the Section of Neurology and Neurosurgery at the 
Annual Meeting of the British Medical Association, Brighton, 
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glycaemia, but even if prolonged for six hours it is often 
found to be normal in a patient who from time to time may 
suffer from hypoglycaemic episodes. On the other hand, 
the findings may be consistently abnormal in the absence 
of symptoms, as, for example, in most post-gastrectomy 
patients: therefore the results must be interpreted with 
caution, 
Personal Experiences 

I have had the opportunity of studying the clinical 
manifestations in 20 patients who came to my notice while 
I was at the Leeds General Infirmary in 1952 and in 1954-5; 
earlier observations had been made on some of them. Spice 
does not permit detailed presentation of their case histories. 

In the first group were seven patients with organic hyper- 
insulinism ; two of them had islet adenomata which were 
removed surgically, one with the complete remission of 
all symptoms, though unfortunately the other died post- 
operatively. The remaining five were suspected of having 
insulin-secreting tumours on the basis of the severity of their 
clinical symptoms together with the finding of character- 
istically low fasting blood-sugar values; furthermore, tn 
three, hypoglycaemic levels were demonstrated in the 
presence of symptoms which were then promptly relieved 
by the administration of glucose or adrenaline (Whipple, 
1944). Two of them were subjected to laparotomy, but no 
pancrea‘ic abnormality was found, and one man refused to 
submit himself to operation; the remaining two were the 
oldest and the youngest of the whole series, aged 78 and 5 
years respectively, and on these grounds laparotomy was 
withheld. 

The second group consisted of five patients who had had 
subtotal gastric resections for peptic ulceration, together with 
a sixth upon whom gastro-enterostomy and vagotomy hid 
been performed, and it is probably significant that in 
addition they were all obvious neurotics. For the most part 
their symptoms consisted of relatively mild postprandial 
“attacks” with spontaneous recovery, though, contrary to 
the generally accepted view that severe manifestations do 
not arise from hypoglycaemia as a sequel to gastric surgery 
(Conn and Seltzer, 1955), sometimes there was sudden loss 
of consciousness, and one patient had a prolonged phase ot 
coma. Furthermore, in these six examples the latent interval 
after operation and before the onset of symptoms was found 
to vary from two months to ten years. In such patients 
there is an exaggeration of the normal response to the 
ingestion of food, especially if the carbohydrate content ts 
high, and this is illustrated by the characteristic “lag” or 
reactive glucose-tolerance curve (Lawrence, 1936). 

In the third group, which consisted of seven examples, it 
appeared that psychological factors in patients of neurotic 
and unstable personality gave rise to clinical hypoglycaemia 
in the absence of organic disease or previous surgical inter- 
vention ; therefore the term “ psychosomatic” seems to be 
more appropriate than the commoner nomenclature of 
“nervous” or “functional” hypoglycaemia. In_ these 
patients the clinical manifestations were usually mild and 
transient, though two had convulsions and one had prolonged 
phases of confusion. The precise mechanism is complex and 
uncertain, but it seems that symptoms may arise either 
because the postprandial rise of blood sugar stimulates an 
excessive release of insulin, which is followed by a reactive 
phase of hypoglycaemia, or because there is instability of 
the nervous mechanisms controlling insulin secretion. The 
latter explanation would seem to be the basis of the oscillat- 
ing levels which were seen towards the end of a six-hour 
glucose-tolerance test in four of these patients and which 
were noted in similar examples by Prunty (1944). In psycho- 
somatic hypoglycaemia, like that arising after gastric opera- 
tions and as opposed to organic hyperinsulinism, the fasting 
blood-sugar level is within normal limits and symptoms do 
not usually arise in the fasting state. 

I have analysed and attempted to group the various mani- 
festations that were observed in these 20 patients with 
endogenous hypoglycaemia. Because of the metabolic 
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limitations which are peculiar to nervous tissue, they fall 
predominantly into the neuro-psychiatric sphere, but the 
reactive mobilization of adrenaline, which normally occurs 
in response to the hypoglycaemic state, also produces symp- 
toms which are often inextricably combined ; these take the 
form of vague sensations of “weakness” and anxiety, 
together with sweating, palpitation, pallor, and nausea. 


Disturbances of Consciousness 


The largest group of symptoms, and the only one which 
involved all the patients under review, included all varieties 
of disturbance of consciousness. Some of these were difficult 
to define precisely, consisting of a sensation of “ faintness” 
or “ light-headedness,” although there was no unequivocal 
example of a typical syncopal attack. More severe dis- 
turbances consisted of phases of confusion, with or without 
automatism and amnesia ; in two cases these were identical 
with the hysterical fugue in that the patient carried out 
highly complex and lengthy procedures with subsequent 
amnesia, but more commonly there were shorter phases of 
amnesia associated with simpler automatisms, frequently 
taking the form of what are usually regarded as psychomotor 
epileptic seizures of temporal lobe origin. It is interesting 
and impressive that many of the other symptoms exhibited 
by the patients under review are generally thought to arise 
from disturbance of function in the temporal lobe; these 


included hallucinations of vision, taste, and smell, lip- 
smacking, circumoral paraesthesiae, and probably also 
vertigo. 


In 15 cases there were attacks of sudden unconsciousness 
with or without an aura or complications such as injury or 
incontinence. It was often impossible to decide from the 
evidence of lay observers whether there were tonic or clonic 
phases or cyanosis, but at least four had undoubted major 
epileptic fits which appeared to be basically determined by 
hypoglycaemia, and in two of these there was little in the 
patient’s history to suggest that the attacks were anything 
other than those of so-called “ idiopathic” epilepsy. The 
maximal effect of hypoglycaemia on consciousness is the 
production of deep and prolonged coma, lasting for several 
hours or days, and this occurred in three cases ; two of these 
were suspected of having islet-cell tumours, but the third was 
remarkable (as stated above) in that coma resulted from 
post-gastrectomy hypoglycaemia. It is easily understand- 
able that the phasic activity of an insulin-secreting tumour 
may produce prolonged hypoglycaemic coma, but it is more 
difficult to understand the mechanisms whereby hypo- 
glycaemia arising after gastric operations may do so, for one 
would expect the mechanical effects of a surgical procedure 
to be constant. 

It has been shown by Lawrence, Meyer, and Nevin (1942) 
that hypoglycaemic coma may cause irreversible cellular 
necrosis, which is maximal in the cortex, basal ganglia, and 
Purkinje cells of the cerebellum, probably arising because of 
cerebral anoxia. This may lead to permanent neurological 
sequelae if the patient recovers, though it is also possible for 
such coma to be totally reversed even after several days. 


Pyramidal and Extrapyramidal Syndromes 


Another group of neurological disturbances included 
signs which are generally accepted as being of pyramidal 
or extrapyramidal origin. Hemiparesis was observed in one 
patient who, at the same time, had an ipsilateral homony- 
mous hemianopia all of which was rapidly reversed by 
intravenous glucose. How such unilateral and paralytic 
phenomena can result from hypoglycaemia is unknown, 
and few theories are to be found in the literature, but it may 
be that there is some anomaly of the cerebral arterial supply 
which is adequate under normal circumstances but which 
becomes inadequate in the anoxic state produced by severe 
hypoglycaemia. A more prolonged hemiplegia, persisting 
for three days, was seen in another patient, and in this case 
there was the simultaneous appearance of choreo-athetoid 


movements involving the opposite limbs. Such bizarre com- 
binations of symptomatology as this are, however, not un- 
commonly seen in the hypoglycaemia produced by insulin 
therapy for psychotic states (von Angyal, 1937; Golden, 
1937). 


Cerebellar Manifestations 


Ataxia, dysarthria, and sometimes nystagmus, all of 
which may result from disturbances of cerebellar function, 
have been observed as transient phenomena in four patients. 
It is well known that cerebellar defects may arise from toxic 
causes, as in acute alcoholism or intoxication by the hydan- 
toinates, and, since it seems that there is always some dis- 
turbance of consciousness in patients with hypoglycaemic 
symptoms, it will be seen that the combination of confusion 
and a cerebellar disturbance might easily be mistaken for the 
symptoms of alcoholic intoxication, as was the case in two of 
these patients. Hence this aspect of the subject has potential 
medico-legal importance. 


Visual Disturbances 

The disturbances of vision which have occurred in this 
series include hemianopia, diplopia, and macropsia ; in one 
case complex visual hallucinations often occurred at the 
onset of a hypoglycaemic attack. Homonymous hemianopia 
has been seen only once and in association with an ipsi- 
lateral hemiplegia, which suggests that the underlying dis- 
turbance of cerebral function was of a very localized kind. 
Diplopia always has a wide nosological background, and it 
would be impossible to speculate on the ways in which it 
could be produced. Macropsia is even more difficult of 
assessment, though it has been observed as part of the aura 
of migraine and epilepsy, and complex visual hallucinations 
are often seen in association with disorders of the temporal! 
lobes ; several authors (quoted by Kalinowsky and Hoch 
1952) have observed similar phenomena both in patients 
undergoing i:sulin therapy and in experimental hypo- 
glycaemia. 


Rotatory Vertigo 


The final symptom remaining for discussion is rotatory 
vertigo, and this is perhaps the most significant finding. 
This manifestation, arising in endogenous hypoglycaemia, 
does not appear to have previously been described (a view 
confirmed by Dr. C. S. Hallpike, 1955, personal communica 
tion), though de Morsier and Bersot (1938) found that 
“vertigo or a feeling of gyration” was produced during 
insulin therapy together with other symptoms of parieta! 
and temporal lobe origin. 

Throughout the series transient vertigo was excluded as a 
possible hypoglycaemic symptom in the presence of deaf- 
ness, tinnitus, or middle-ear disease, but there is no doubt 
that attacks of rotatory vertigo occurred in four of the 
patients under review, and that this symptom arose in 
each of the aetiological groups. The vertigo was either 
subjective or objective and sometimes occurred so precipi- 
tately that the patient fell to the ground; the duration was 
usually from a few minutes to about an hour, though some- 
times it was more prolonged, and it was on occasions 
associated with nausea and vomiting. In one patient 
recurrent attacks of rotatory vertigo were the first expression 
of the hypoglycaemic state and in the three others it appears 
to have constituted part of the aura of an epileptic attack 
Consciousness must always be disturbed during an attack of 
severe vertigo to the extent that the patient is totally pre 
occupied with his symptoms. It has always been known 
that rotatory vertigo may be associated with transient loss 
of consciousness, and this has been thought to apply to 
vertigo apparently of vestibular origin, but it is suggested 
that in the light of the present finding such a view may call 
for some reassessment. 

The precise level of neural activity at which hypo- 
glycaemia operates in the production of rotatory vertigo can 
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only remain speculative The absence of deafness and 
tinnitus makes it unlikely that the disturbance of function is 
irising primarily in the labyrinth, and it would seem more 
probable that it results from a biochemical disturbance 
perating on the temporal lobes; weight is lent to this 
view by the cortical stimulation work of Penfield and 
Rasmussen (1950), who found that a feeling of “ dizziness” 
could be produced by stimulation in various parts of the 
brain, especially when this was subcortical, and they con- 


cluded that movement of the whole body in space ts “ re- 
presented " in the first temporal convolution. Penfield and 
Jasper (1954) made further references to the same experi 


ments in cortical stimulation and described a patient in 
whom clockwise rotatory vertigo associated with nystagmus 
was produced by stimulation of the parieto-occipital cortex, 
though in this case there were associated visual hallucina- 
tions. I have not had the opportunity of observing a patient 
during an attack of vertigo, and it is therefore impossible to 
say whether there was nystagmus or ataxia of the limbs in 
these examples 
Conclusions 

It is apparent both from personal observations and from a 
study of the literature that the clinical manifestations of 
hypoglycaemia are protean. It has usually been accepted 
that humoral mechanisms would operate on the central 
nervous or any other system in a symmetrical fashion, but 
t is clear from observations in hypoglycaemic states that this 

not always true. Himwich (1951) suggested that the effects 
{ hypoglycaemia are largely centred on phylogenetically new 
parts of the nervous system, but this is not strictly accurate, 
and it seems that lowering of the blood-sugar concentration 
has varying effects which cannot be simply interpreted in 
terms of physio-anatomical “ levels” or concepts of “ local- 
ization ” as we understand them to-day. 


Summary 

The aetiology of endogenous hypoglycaemia (as the 
essential factor in the production of symptoms) is con- 
sidered under three main headings ; thus it may result 
from islet-cell tumours, as a sequel to gastric surgery, 
or from psychosomatic mechanisms. 

The terminology and criteria for diagnosis are briefly 
discussed. Twenty case histories are outlined, and an 
attempt has been made to analyse and group the neuro- 
logical manifestations observed 

All these patients experienced disturbance of con- 
sciousness at some time, though varying in degree from 
confusion to deep and prolonged coma ; sudden loss of 
consciousness and major epileptic fits occurred. 

Many episodes suggestive of disturbance of function 
arising in the temporal lobe were encountered, including 
psychomotor seizures (often with automatism and 
amnesia), hallucinations of vision, taste, and smell, lip- 
smacking, circumoral paraesthesiae, and vertigo. 

Both pyramidal and extrapyramidal syndromes in the 
form of transient hemiparesis and choreo-athetosis were 
observed. 

Cerebellar manifestations (which are sometimes mis- 
taken for alcoholic intoxication) may arise, and also 
visual disturbances such as diplopia and hemianopia. 

Perhaps the most significant finding is that rotatory 
vertigo was determined by endogenous hypoglycaemia, 
sometimes as the presenting symptom, and the probable 
physio-anatomical basis is suggested. 


I am grateful to several members of the consulting staff of the 
Leeds General Infirmary, and especially Dr. Hugh Garland, to 
Dr. A. Cumming, of Hull, and to Dr. J. A. Price, of Bradford, 
who have allowed me to cxamine patients and to use their 
records. 
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When insulin was introduced it was confidently hoped 
that there would be a decrease in both maternal and 
foetal mortality in diabetes mellitus. This hope has 
only been partially fulfilled. The number of maternal 
deaths has shown a marked decline, and death of a 
pregnant diabetic woman seldom occurs to-day. In con- 
trast, the foetal mortality, while showing some improve- 
ment, still remains discouragingly high. Henley (1947) 
reviewed the reports in the world literature of 1,269 
cases of diabetic pregnancies. The total foetal mor- 
tality was 37.6%. White (1952) collected 640 cases 
from the literature since 1940. The average foetal mor- 
tality was 34.8% ; it varied from 8% (in a very small 
series) to 70%. 

It has been my impression that the chances of foetal 
survival could be appreciably increased by more careful 
and detailed supervision, and with this idea in mind a 
review of a series of diabetic pregnancies treated in the 
Royal Maternity Hospital, Belfast, during the years 
1940-55 was carried out. 

The records of this hospital show that during the 16 
years mentioned 89 women with diabetes mellitus had 
119 pregnancies (Table I). 


Tasie | 
Pregnancies Primigravidae Multigravidae 
1940-50... 67 18 49 
1951-S.. $2 is 37 
1940-55 .. F 119 33 86 


The Royal Maternity Hospital is attached to a large 
teaching hospital (Royal Victoria Hospital), which pro- 
vides a diabetic clinic treating over 400 new patients a 
year. Practically all pregnant diabetics attending this 
clinic are referred to the Royal Maternity Hospital. 

Review of the literature suggests that the number of 
pregnant diabetics is increasing. There would appear 
to be little impairment of fertility in adequately treated 
diabetic women. In the present series, 37 patients out 
of a total of 40 who were known diabetics at the time 
of marriage conceived within two years; 26, or 70%, 
conceived within one year. My experience would agree 
with that of White (1952), who claims that “ the diabetic 
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woman who requires investigation for sterility is the 
exception rather than the rule.” 


Antenatal Management 

The management of pregnant diabetic patients was not 
entrusted to one particular consultant; each patient was 
admitted under the care of the various members of staff in 
the usual way. “ Booked” cases numbered 101 and emer- 
gency admissions totalled 18. The term “ booked” implies 
that the patient has attended the antenatal clinic on at least 
two occasions. Of the “ booked” cases only 33 were seen 
before the 14th week of pregnancy. No fewer than 16 were 
not seen until the 28th week or later. The remainder, 52, 
were first seen between 14 and 24 weeks. Half of the 
unbooked cases were 32 weeks mature or more when they 
first attended hospital. These figures of antenatal attendances 
are not satisfactory. One would have expected an improve- 
ment during the last five years, but, whilst there were fewer 
emergency admissions, 8 (15%) “ booked” cases were not 
seen for the first time until the 24th week or later. 

At the patient’s first antenatal visit the usual physical 
examination was made. In the case of a patient who was 
not attending the diabetic clinic of the Royal Victoria 
Hospital an appointment was made for her to do so. 
Following the first antenatal attendance, return visits were 
usually made at the same intervals as in the case of an 
uncomplicated pregnancy. The patient was also expected 
to attend the diabetic clinic at intervals requested by the 
physician. These attendances were less frequent than those 
at the antenatal clinic. In some cases patients were admitted 
from the diabetic clinic to a general medical ward for 
stabilization. Quite a number had to be admitted to our 
antenatal ward for stabilization on one or more occasions. 
Whilst a proportion of patients were admitted at the 34th 
and 35th weeks, many more were not brought into hospital 
until the 36th week or later. The patients’ notes described 
the diabetic condition as mild in 10 and severe in 22 cases. 
Control by diet alone was sufficient in four of the mild 
cases. Diabetes had been present for five years or less in 66 
patients, for between six and nine years in 22, and for 10 or 
more years in 23. The diagnosis of diabetes was first made 
during pregnancy in nine patients. 

Of the 119 pregnancies in this series, seven were com- 
plicated by hyperglycaemic coma; intrauterine death 
followed in five of these cases. The sixth patient went into 
coma at 22 weeks and again at 23 weeks, but she eventually 
obtained a living baby. In the seventh case the mother died 
undelivered in diabetic coma. Although it is stated that 
diabetic coma usually occurs in the later months of 
pregnancy, over half the cases of coma in this series 
occurred before the 28th week. Hypoglyeaemia occurred in 
one patient at 36 weeks and again at 38 weeks. The foetus 
survived. The number of cases is admittedly small, but 
these findings indicate that hyperglycaemia in the mother 
has an unfavourable effect on the foetus and may well 
precipitate its death. 

The incidence of toxaemia of pregnancy is said to be 
increased in diabetics. If a reading of 140/90 is taken as 
the upper limit of normal blood pressure, then 19 cases 
suffered from this condition (16%). Out of these 19 
pregnancies 14 babies survived. Figures quoted in the litera- 
ture vary considerably, doubtless on account of the varying 
standards accepted by different writers, Peel (1955a) gives the 
average incidence of toxaemia in the region of 20%. Six 
of the cases with toxaemia were associated with hydramnios, 
one ending in intrauterine death. 

The tendency to formation of excess liquor in diabetic 
pregnancies is well known. In the present series excess liquor 
was recorded in 37 cases, an incidence of 31%. This com- 
pares with Macafee’s (1950) figures of 1.25% for all 
pregnancies. In a series of 58 diabetic pregnancies studied 
by Barnes and Morgans (1949) hydramnios was present in 
29% (17 cases). Peel (1955a) claims that there is a gross 
degree of hydramnios in about 25% of diabetic pregnancies. 
In 12 (32%) of our cases the amount of liquor was recorded 


era 


as being excessive. The presence of this complication is 
generally thought to carry a poor prognosis for the foetus, 
especially if toxaemia is also present. Foetal death occurred 
in 13 pregnancies—nine deaths in utero and four neonatal 
deaths—giving a foetal mortality of 35%. The association 
of hydramnios and congenital abnormalities is well known 
It is thought that the incidence of congenital abnormalities 
in diabetic pregnancies is also increased. Foetal abnormality 
was present in seven pregnancies, an incidence of 5.8%. This 
is higher than the figure for pregnancies in general. 
Hydramnios was present in only two of the cases, the excess 
fluid in both being small in amount. From the practical 
point of view the absence of hydramnios does not exclude 
a malformed foetus, nor does it follow that gross hydramnios 
is necessarily associated with an abnormal foetus. 

An interesting feature of many of these cases is the high 
incidence of abnormalities of the limbs. Experimental work 
by Duraiswami (1950) has shown that malformation of limbs 
of chickens can be produced by insulin injections. Such 
findings suggest some defect in mesenchymal tissue. In the 
human embryo limb buds appear about the 32nd day. If 
a metabolic disturbance does play a part in human mal- 
development it is difficult to understand why its effect should 
be limited to this particular time. 


Time and Method of Delivery 
Study of our case records shows that the general principle 
has been to terminate pregnancy prematurely in the hope 
of reducing the incidence of intrauterine death (Table I). 


Tasre Il.—Maturity at Time of Delivery 


1940-50. 1951-5, 

~—_ | No. of Cases No. of Cases 
32 1 
33 2 - 
34 1 
35 4 3 
36 il 17 
37 5 it 
38 11 4 
39 4 | i 
40 4 1 
40+ 2 | 1 


Premature termination has been thought to offer the best 
chance of a living baby, notwithstanding the risk of neonatal 
death from prematurity. For reasons which are discussed 
later, delivery by caesarean section has been considered the 
method of choice in the majority of cases (Table III), The 


Taste III].—Foetal Loss (Viable Foetuses Only) in Relation to 
Method of Delivery 


| Stillbirths] % 

Total — Fresh and ae Foetal 

Macerated Loss 

Spontaneous labo: 30 9 | 18° 3 16-6 
Induced .. ne 20 17 2 1 15-0 
Caesarean section 63 56 2 5 td 


* 16 were dead before onset of labour. 


factors which influenced the obstetrician to induce labour 
or to wait spontaneous onset rather than delivery by 
caesarean section are not always clear from the notes. 
Table IV gives details of five pregnancies in which foetal 
death occurred. It seems to me, in retrospect, that delivery 
by caesarean section was indicated in all five cases, and in 
four of them this should have been brought about at an 
earlier stage of pregnancy. 


Foetal Loss 

In spite of much research and clinical investigation 
pregnancy in diabetes is still associated with a high foetal 
loss. The results of the 119 pregnancies are shown in Tables 
V and VI, and bear out this statement. Table VI compares 
the foetal loss during the first 11 years with that for the 
last five years (1951-5). 

The total foetal loss amounts to 37. This gives a foetal 
mortality of 30.8%. As there was one twin pregnancy the 
mortality rate has been calculated on 120 foetuses. A foetal 
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mortality rate of 30.8 
higures. 


is in keeping with many published 
Nevertheless, it is far from satisfactory, although 
1 Slight improvement has taken place during the past five 
years. 
Foetal Death Before 28 Weeks 

There were six foetal deaths in this category : four were 
spontaneous abortions, giving an incidence of 3.3%; 
hysterotomy was performed on one patient at 26 weeks 
because of severe diabetes and impaired renal function ; and 
the sixth foetal death occurred in the mother who died 
undelivered 

Further study shows that the 89 women in this series have 
had altogether 265 pregnancies. In 168 pregnancies the 
patient was a known diabetic: abortions in this group 
numbered 17, or 10%. Of the pregnancies which occurred 
before the onset of diabetes (97) 13, or 13.4%, ended in 
abortion. Pee! and Oakley (1949) claim there is no definite 
evidence to suggest that abortion is more common in 
diabetics. Barnes and Morgans (1949) give an incidence of 
10.9%, in 64 diabetic pregnancies. They compare this with 
a figure of 11.8% for a series of non-diabetics. According to 
DeLee and Greenhill (1943) the abortion rate has fallen 
from 22% to 16% since the introduction of insulin. 

The foetal loss rate in the present series includes abor- 
tions because it has not yet been conclusively proved that at 
least some abortions are not the result of diabetes. 


Foetal Death After 28 Weeks 
The time of intrauterine death is shown in Table VII. A 
study of the cases of intrauterine death reveals a number of 
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TasBLe IV 
Maturit Nature | Weight ; 
Case | Previous f | Result | Additional Details 
No in Parity} P | of in 
© | Years | regnancies Diabetes | Weeks | Delivery | Ib. oz.) &. 
4;27/{| 4 Ist—N'D alive and well 6 years | 40 | Normal 1.U.D.| 5 0 | 2,270 Booked case. First seen at 36 weeks 
2nd—S B | | j 
3rd—Caesarean section | 
| alive and well | | i 
6 | t—N nd 37 Forceps it 6 5,160 Booked case. Hydramnios. A.R.M. 
ond | | 1.U.D. 20 hours later (before onset of 
| | labour). interval 61 hours 
7 21 1 | Diagnosed 39 | Embry- SB | 11 7 | 5,190 | Booked case. Pre-eclamptic toxaemia. 
during } otomy | | Spontaneous onset of labour. Dura- 
pregnancy | ' tion 18 hours. Fresh SB 
19 23 I 7 years 32 Normal | LU.D., 4 4 | 1,930 Booked case. Hydramnios. A.R.M. 
| for pre-eclamptic toxaemia. 1.U.D. 
| 24 hours later. Duration of labour 
| | 64 hours. I-D interval 48 hours 
5 7 ist—-N/D alive and wel! 4 37 - 6 0 2,720 Booked case. First seen at 32 weeks 
N D_. Normal delivery. A R.M.= Artificial rupture of membranes : I U.D. =Intrauterine death. S B--Stillbirth. I-D interval = Induction delivery 
interva!. 
Tamir V Maternal and Foetal Survival in 119 Pregnancies Taste VII.—Time of Foetal Death in Utero 
Results Results to Foetus Week of Pregnancy 1940-50 1951-5 
to (Calculated on Total of 120. as there was One - 
Mother Twin Pregnancy) 1 
Death I 
Deatt After - - 
Death Neo- 32 ! 
Alive Died Alive | fore 28 — During natal | vey 33 3 
2 anc 3 
Weeks | Before Labour Death 
Labour | | 35 2 I 
= 36 1 
j 
No. | % | No.| %| No. % | No.|%| No.) % | No.| % | No.| % | No.| % 4 
88 98-8) 1° 83 69) 6 | 2 9 75 37 = 
® Died undelivered Total 9 
Taste VI — 
a factors which almost certainly have an adverse influence on 
foetal survival. Firstly, six (almost 20%) of them were 
Total babies 120 68 52 emergency admissions; of these, two were not seen until 
a term. In both cases the foetus was dead. The important 
= : . —'- ———— -- -— point to note is that both were alive at 37 weeks and would 
“natal death 
Death after 28 wonks Ps ‘3 . probably have survived had pregnancy been terminated then 
before 28 ,, 6 3 3 A third patient was admitted in coma ; the foetus was dead. 
Total foetallces 37130 8°.) | The fourth patient was admitted with an intrauterine death 


at 34 weeks and did not have any antenatal care at all, and 
the fifth patient was admitted with a prolapsed cord. She 
should have been booked for confinement in hospital as she 
was a known diabetic. Secondly, in the “ booked” cases 
intrauterine death occurred in three patients at 37 weeks, in 
one at 39 weeks, and in one at 40 weeks. 

In a further two cases there was considerable delay in 
the onset of labour following artificial rupture of the mem- 
branes. Hence, in five cases there would seem to be an 
avoidable factor on the part of the patient or patient's 
doctor. In a further five cases it is probable that foetal death 
could have been prevented by earlier termination of 
pregnancy. Admittedly, this line of treatment may increase 
the risk of neonatal death, but surely this is preferable to 
allowing death in utero to occur. 


Maternal Management 

The introduction of insulin has largely removed the danger 
of maternal death, provided the mother co-operates with 
her physician and obstetrician. Foetal loss, however, 
remains high. 

Considerable interest is now being taken in the alterations 
of hormone levels in pregnancy. The work of Smith and 
Smith (1938) is well known in this field of investigation, and, 
on the basis of their findings, White (1947) has given the 
sex hormones stilboestrol and progesterone to a large series 
of pregnant diabetic patients. In these patients the foetal 
loss (excluding abortions) has been reduced to 10% and the 
incidence of toxaemia to 5%. White's results are impressive ; 
she attributes the improvement to correction of hormonal 
imbalance. In view of these results the Medical Research 
Council (1955) conducted a clinical trial into the use of 
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hormones in pregnant diabetics. The trial showed that oral 
stilboestrol and ethisterone did not reduce foetal mortality. 
The care and supervision of White’s patients have been of 
such a high standard that this, apart from hormonal treat- 
ment, would, I believe, result in a substantial lowering of 
foetal mortality. 

In planning the management of pregnant diabetics the 
following facts must be borne in mind: (1) the foetus is liable 
to die in utero ; (2) the risk of intrauterine death increases 
as term approaches ; and (3) toxaemia, diabetic coma, and a 
persistently poorly controlled diabetic state have a harmful 
effect on the foetus 

Skilled antenatal supervision is essential for mother and 
baby. The management and care of the patient should be 
undertaken by a team consisting of obstetrician, physician, 
and paediatrician. The physician must be interested not only 
in diabetes but in diabetes associated with pregnancy, so 
that he is familiar with the obstetrical problems as well as 
those produced by diabetes. Likewise, the obstetri- 
cian must interest himself in the details of controlling 
diabetes because, in my opinion, the overall responsibility 
for the patients’ welfare must rest with the obstetrician. I 
feel he should take a more active share with the physician 
in day-to-day care of the diabetic patient while she is in 
hospital. Liaison between physician and obstetrician is 
equally important when the patient is attending the antenatal 
clinic. All treatment, whether out-patient or in-patient, 
should be carried out under the control of the maternity 
hospital. 

Typically, the renal threshold for glucose is lowered dur- 
ing pregnancy, and this renders testing of urine for sugar 
of little value in such circumstances. Frequent and often 
urgent blood-sugar estimations are required if the patient 
is to be kept properly stabilized. In view of the need for 
urgent biochemical tests patients should be attended and 
confined only at hospitals where these facilities are available 
Indeed, a sound case can be made out for referring all 
pregnant diabetic patients to special centres. 

Every pregnant diabetic shou'd attend an antenatal clinic 
not later than the end of the first trimester and preferably 
earlier. The majority of the patients are known diabetics 
who should be attending either a diabetic clinic or their own 
doctor. Hence, early reference to an antenatal clinic should 
be possible. Early attendance also impresses upon the 
mother the need for regular visits and strict adherence to 
instructions received at the diabetic clinic. 

No less than 15% of our cases were unbooked, and 16°, 
of the “ booked ” cases were first seen at 28 weeks or later 
Of foetal deaths, 17% were in unbooked cases. A further 
point is that antenatal attendance was not as frequent as it 
should have been in a considerable number of “ booked” 
cases. To give but one example. 

A S-para aged 30, a known diabetic for one year, first attended 
the antenatal clinic at 24 weeks. She was seen again at 28 weeks. 
but did not attend again until full term, when intrauterine death 
was diagnosed. 


The patient must be seen at weekly intervals by both 
the obstetrician and the physician. This may appear to make 
excessive demands on the patient, but it is necessary if 
adequate control of the diabetes is to be maintained. 
Stabilization in pregnancy is difficult and ketosis develops 
readily and often rapidly. The one maternal death in this 
series could have been avoided by more frequent attendances 
at the diabetic clinic. 

From the 28th week onwards the patient should be in 
hospital. If stabilization is difficult then earlier admission 
still will be necessary. Early admission allows better control 
of the diabetic state. In addition, careful observation may 
detect evidence of foetal embarrassment when a timely 
caesarean section may forestall intrauterine death. It is 
possible that if those patients in whom intrauterine death 
took place at the 34th, 35th, or 36th week had been under 
observation in hospital evidence of foetal distress might have 
been noted. 


Professor Gray's work at King’s College Hospital suggests 
that “if intrauterine death is impending, an abrupt and pro- 
gressive drop in the excretion of pregnanedio! and allied 
chemical components in the urine occurs between 30th and 
32nd weeks of pregnancy” (Peel, 1955b). Confirmation of 
this work might enable us to prevent intrauterine death by 
termination at an earlier stage than usual. 

When a patient has a bad obstetric history, stay in 
hospital for most of her pregnancy may be necessary. One 
patient in the present series was in hospital for 24 weeks. 
Similarly, in the case of a patient living at a distance from 
the hospital it would be preferable to admit the patient from 
an early date. 

In view of the increased incidence of congenital abnor- 
malities it is prudent to radiograph the foetus before 
delivery. The presence of an abnormal foetus may influence 
the method of delivery. 


Method and Time of Delivery 


Most authorities agree that the risk of intrauterine death 
increases as full term approaches. We have no reliable 
means, as yet, of knowing when or in which cases intra- 
uterine death will occur. In view of these facts the majority 
of authorities advocate premature termination of pregnancy, 
usually at the 36th or 37th week. A study of Table VII 
would suggest that even earlier delivery should be practised ; 
by advancing the time of delivery to the 35th week it should 
be possible to forestall many of the intrauterine deaths. 
Table VII shows that during the period 1951-5 three 
intrauterine deaths occurred before the 35th week. In each 
case foetal death followed hyperglycaemic coma. Thus good 
control of maternal diabetes and delivery at the 35th week 
might have averted seven of the nine intrauterine deaths. 
These findings suggest, therefore, that such measures will 
lead to a significant reduction in intrauterine deaths. Of 
course, it may be necessary in some cases to terminate 
pregnancy even earlier ; for example, when toxaemia is also 
present or when foetal distress becomes evident. Hydramnios 
may be another indication for delivery before the 35th 
week. 

The results of the past five years show that premature 
delivery need not result in a rise in the neonatal death rate 
Our experience has been confirmed by Pease, Smallpeice, 
and Lennon (1951). Although they practised termination 
of pregnancy about the 36th week no baby died in the 
neonatal period in a consecutive series of 25 pregnancies. 
The care of the premature infant has made notable progress 
in the last few years, and to my mind the risk of death 
from prematurity is less than that of death in utero if ter- 
mination is postponed. 

Labour 

Labour presents certain problems in the diabetic mother. 
The foetus does not stand the stress of labour well and intra- 
partum death is apt to occur. Secondly, the large size of 
many diabetic babies leads to disproportion (well illustrated 
in Case 7, Table IV) and prolonged labour. Thirdly, it is 
difficult to keep the mother stabilized and to avoid ketosis. 
These difficulties can be avoided by caesarean section. In 
my view, this is the method of choice in primigravidae and 
in the majority of multigravidae. Caesarean section 
eliminates the induction-delivery interval which follows 
rupture of the membranes. In multigravidae, however, each 
case must be judged individually, and surgical induction may 
be considered when the previous obstetric history has been 
good ; when the diabetes is mild and control by diet alone 
is sufficient; and when the cervix is favourable and it is 
thought likely that the induction-delivery interval will be 
short. 

However, if surgical induction is decided upon, a time 
limit of 12 hours must be made and caesarean section per- 
formed should labour not have started by the end of this 
period. 

To some it may appear rather drastic to give the patient 
only 12 hours to start off in labour before advising caesarean 
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section. In support of this policy one can cite two cases in 
this series in which surgical induction of labour was carried 
out, onset of labour was delayed, and intrauterine death 
occurred within 24 hours of the membranes _ being 
ruptured. 

Neonatal Period 


Nine infants died in the neonatal period, six within the 
first 24 hours. This is a typical finding in babies of diabetic 
mothers. Their hold on life is slender during the first 72 
hours, but if they survive this critical period progress is 
usually satisfactory. 

Post-mortem examination was performed in six of the nine 
infants, and it is interesting to note that hyaline membrane 
formation was found in three infants delivered by caesar- 
ean section and two delivered vaginally. This disease has 
been the most frequent finding in neonatal deaths in White's 
(1952) cases. Peel (1955b) found the condition in 85% of 
neonatal deaths in infants of diabetic mothers. 

In the past, rearing of babies of diabetic mothers has 
presented a difficult problem. While all the difficulties have 
by no means been solved the outlook has improved. 
Formerly, foetal hypoglycaemia was blamed for many 
neonatal deaths. However, considerable doubt is now being 
cast on this view. Blood-sugar estimations taken during 
exchange transfusion for rhesus incompatibility have shown 
that very low levels are quite in keeping with survival 
(W. A. B. Campbell and O. D. Fisher, personal 
communication). 

Many of the babies of diabetic mothers weigh much more 
for the period of gestation than those of non-diabetic 
mothers. Notwithstanding their increased weight they still 
behave as premature infants and must be treated as such. 
Most babies are oedematous and lose a considerable amount 
of fluid through diuresis in the first few days. In addition, 
pulmonary ‘oedema is an ever-present risk leading to 
cyanotic attacks and pneumonia. In view of these considera- 
tions it is wise not to give fluids orally or subcutaneously for 
the first 48 hours of life. 

Since about 1951 the care of these babies has been along 
the lines detailed below. 

Immediately after delivery the air passages are adequately 
cleared. Once respiration is established satisfactorily, gastric 
aspiration is carried out. All babies are transferred to the 
premature nursery unit and, if necessary, placed in an oxygen 
tent. The baby is turned from side to side at regular inter- 
vals. Fluids are withheld for the first 48 hours unless this 
deprivation causes distress, in which case small amounts of 
glucose-water are given. In all other respects these infants 
are nursed in the same way as ordinary premature babies. 
Only one neonatal death has occurred in the last five years. 
This took place, following operation, in a baby with a 
meningocele. Great credit must be given to the paediatri- 
cians and nursing staff for such excellent results. Skilled 
nursing is the most important single factor in the survival 
of these infants. 

When we are asked to undertake the care of a pregnant 
diabetic patient we should remember and take hope from 
the following saying of Seneca: “ There is nothing which 
effort and unceasing and diligent care cannot overcome.” 


Summary 


The 119 diabetic pregnancies treated in the Royal 
Maternity Hospital, Belfast, during the past 16 years are 
reviewed 

The results of foetal survival in this as in most series 
are unsatisfactory. 

The figures for the present series are: total foetal loss. 
30% ; total foetal loss, excluding abortions, 25% : total 
foetal loss for past five years, 25% ; and total foetal loss, 
excluding abortions for past five years, 19%. 

Hormone therapy in its present form does not appear 
to be of any value. 
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There is at present no kaown method which will 
prevent intrauterine death and allow pregnancy to go to 
term. 

Avoidable factors that have contributed to the high 
foetal mortality are discussed. 

It is concluded that, if a substantial reduction in foetal 
loss is to be achieved, management of the pregnant 
diabetic patient should be along the following lines: 
(a) Team-work by obstetrician, physician, and paedia- 
trician must be of the highest order. (b) Accurate con- 
trol of maternal diabetes is essential. This implies very 
strict antenatal care from the beginning of pregnancy. 
(c) Admission to hospital at the 28th week, or earlier if 
stabilization is unsatisfactory. (d) Premature delivery 
at 35 weeks, or earlier if indicated. (e) Delivery by 
caesarean section in all primigravidae and all but a very 
few multigravidae. (f) Skilled nursing in a modern 
nursery unit. 

I am indebted to the members of the consulting staff of the 
Royal Maternity Hospital, Belfast, for permission to study the 
records of patients under their care. I also wish to thank 
Professor C. H. G. Macafee and Mr. H. I. McClure for much 
helpful advice and criticism in the preparation of this paper. 
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Sudden and unexpected death forms an increasing pro- 
portion of deaths in the first few years of life, and in 
this country about 600 (446 to 911) infants are annually 
“found dead in bed” and registered as cases of acci- 
dental mechanical suffocation (Swinscow, 1951). 

The fashions in pathological diagnosis of the cause of 
death in these infants reflect our basic lack of know- 
ledge. Until relatively recently almost all were ascribed 
to an inherent inborn weakness, characterized by “ status 
thymaticus.” Many unexpected deaths were thought to 
be due to overlying—a diagnosis recorded in the Old 
Testament (1 Kings iii, 19) but, with changes in sleeping 
habits and the greater numbers of cots, it would seem 
that deaths which would previously have occurred in 
bed now occur with the child alone in a cot. Davison 
(1945) thought that most of these deaths were due to 
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natural causes, and that with skilled necropsy the cause 
of death would be found. Unfortunately this is not 
wholly true. 

The pathologist is faced with an almost impossible 
task in attempting to explain these apparently extremely 
sudden deaths in infants. What were once regarded as 
signs of asphyxia are no longer of value. The same 
histological changes found in the lung can be interpreted 
as being those of a non-specific mononuclear pneumonia 
(Gruenwald and Jacobi, 1951), inhalation of milk or 
other foreign material (Moran, 1953), acute infection 
(Werne, 1942), violence (Garrow and Werne, 1953), 
accidental smothering (Barrett, 1954), or influenza 
(Bowden and French, 1951). The problem facing the 
pathologist has been well reviewed by Barrett (1954). 

In a study of children dying suddenly in Sheffield, it 
soon became obvious that the histories obtained did not 
always fit the necropsy findings. An attempt was made 
to obtain more correct histories, and a report of 50 
infants studied this way is given below. 


History-taking 

The co-operation of the coroner's officer was first sought, 
and his interest and that of his staff was stimulated in the 
details to be asked for in each case—for example, feeding 
history, illness in contacts, etc.—with the result that the 
case histories available from the coroner's officer were in 
most instances more complete than the majority of admission 
histories in the local teaching hospital. The coroner's his- 
tory was the only information available at the time of 
necropsy. 

Further information often became available during the 
inquest, when the coroner asked the parents, while under 
oath, further questions that have arisen from his own ques- 
tioning or directly out of the necropsy findings. 

A third history was available immediately 
inquest. 

Since finding that mothers with children attended the out- 
patient department of the Sheffield Children’s Hospital 
with what were virtually “anxiety states” arising from a 
previous child's having died for no known cause, our policy 
has been to give some definite cause of death at inquests. 
We also talk to the parents after an inquest ; first, to explain 
to them the stated cause of death (it is often found that 
although the coroner explained this to them with great 
clarity a few minutes before they did not “take it in” at 
all, and one is often greeted with, “ What did baby die 
from, doctor ?); secondly, to tell them that it is futile 
blaming themselves for the death of the child ; and, thirdly, 
to advise them about other children, and to point out the 
extreme unlikeliness of a similar happening in any future 
child they may have. If the parents are anxious about any 
of their other children, arrangements are made either to 
communicate with the family doctor or for the siblings to 
be examined at the Children’s Hospital. During this inter- 
view it is often possible to sense the relief felt by the 
parents. At the termination of this interview it is ex- 
plained that we are endeavouring to find out more about 
these sudden deaths in infants with the aim of preventing 
them, and that, with their permission, a colleague from the 
hospital will visit them in a few days’ time. Whether or 
not direct questions are asked at this interview depends 
largely upon the emotional state of the parents, but occa- 
sionally there is spontaneous volunteering of “things we 
forgot to tell before.” 

All the home visits were made by one of us (E.M.C.) a 
few days after the infant had been buried. The visits were 
not made by appointment, but were casual calls. The 
necropsy findings and the coroner's history were not known 
to E.M.C. at the time of the visit, and a complete social 
and individual history of the child was taken independently 


after the 


of that given to the coroner, The mother or grandmother 
was told that the infermation they gave was only for the 
doctor at the hospital. These interviews were informal ; 
information was given willingly, sometimes by the mother 
alone, and sometimes with the help of other members of 
the family. 


Material 


The cases in this series occurred during a period of two 
and a half years, 1954-4. Cases that were reported to the 
coroner from a hospital, after operative treatment, or were 
under treatment in the out-patient department, or were 
known to have any long-standing disease—for example, 
mongolism or heart deformity—were not followed up. All 
cases were referred freshly by the coroner’s department. 
Infants under 14 days old were excluded from this series. 
The cases did not represent a consecutive series referred to 
the coroner, as infants dying through road accidents, drown- 
ing, etc., would be referred by him to the forensic patho- 
logist. The Sheffield coroner’s usual practice is to refer 
other cases of unexpected deaths of infants to a paedia- 
trician pathologist, and this has enabled the present investi- 
gation to be made. 

Of the 50 infants, 12 had died while in bed with an 
adult; 35 had been found dead in their cot, in a pram, 
or in a bed by themselves; and 3 had died while being 
nursed in an adult’s arms, Of the 35 cot deaths, only 4 
babies (aged 9, 16, 18, and 25 weeks) were found face down 
in a pillow as if self-smothered. 

The ages of the children varied from 4 to 68 weeks, the 
majority being between 10 and 30 weeks. 


Findings 
An analysis of the duration of symptoms is given in the 
Table. Since it is uncertain when many of these infants died 
—most of them having been put to bed about midnight and 
having been found dead some six to eight hours later—the 
duration of symptoms is taken from the time the parent 
last saw the child alive. 


Duration of Symptoms Preceding Time Parents Last Saw Child 
Alive. From 50 Unexpected Deaths 


Duration of Onset of Initial} Respira- Alimen- Others 
Symptoms Symptoms tory tary 

Less than 2 hours 0 0 0 0 
2to €hours.. a 1 4 3 
fF 3 3 1 1 
12 24 6 3 5 
24,4 =, 8 a 8 4 
7 days 10 6 i 6 
9 6 2 2 
14 days or more 9 >. x 1 
Total 50 26 27 22 


Only 14 of the 50 infants had symptoms of less than 
24 hours’ duration, Four had symptoms for only three to 
five hours. In only one case was no history of symptoms 
preceding death available. This child was found dead on 
a Tuesday morning in April, face down in its cot. The 
coroner’s officer obtained a history of the child being com- 
pletely normal, and with no recent “cold.” The follow-up 
visit produced no further history of definite symptoms other 
than that the mother had been giving the child some medi- 
cine for the past two weeks for “night cough.” Thus even 
that history was not completely negative. It is possible that 
the child had a sensitivity to some dust related to its cot. 

Many of the infants exhibited symptoms in more than 
one system of the body, but, contrary to expectation, ali- 
mentary symptoms, diarrhoea, vomiting, or grossly abnormal 
constipation were as prominent as respiratory symptoms, 
each affecting approximately half of the cases. In addition 
there were often convulsions or rashes, or the mother made 
vague but highly significant remarks, such as, “ He was very 
pale, didn’t cry, and slept almost all day.” 


1520 Dec. 29, 1956 


SUDDEN UNEXPECTED DEATH IN INFANTS — . 


In 33 cases the later histories revealed information directly 
related to the child's death that was contrary to the history 
given to the coroner's officer. In a further nine cases the 
later histories gave additional information bearing on the 
disease, but not enough to affect the diagnosis, In only 
five cases did the almoner’s history and the inquest history 
agree on all essential points. In the remaining three cases 
the additional information obtained concerned the presence 
of disease in the child’s immediate environment, and did 
not concern the history of the child itself. 

The impression gained was that often the parents did not 
fully understand what they said to the coroner’s officer. For 
example, a mother of an 8-weeks-old baby found dead in 
bed in the crook of her arm told the officer that the baby 
had been quite well, and that she had given it an evening 
feed and one in bed. Later she stated that the child had 
refused both of these feeds. 

The following cases illustrate the way in which the com- 
plete history of a child is gradually built up. 


Case 

The history given to the coroner's officer was that the 
child had been seen by the doctor on account of a cold six 
days before it had died. It was seen again the next day, 
when the doctor had thought that the cold was better. On 
the day before death the child took its feed normally and 
fell asleep in its cot after taking some emulsion at 2.45 a.m. 
At 5.30 a.m. it was found dead, lying on its left side, with 
the face clear of the pillow 

During the inquest it was discovered that the child had 
not been taken to the doctor’s surgery, but that the mother 
had gone down to the surgery and told the doctor that the 
child was unwell and constipated. The doctor had not seen 
the child for five days 

In the interview with the parents after the inquest it was 
ascertained that the child had been grossly off its food ever 
since its cold, and for the week preceding death had been 
taking less than 10 ov. (280 ml.) of fluid a day—the 
normal for a child of its age should be in the region of 
30 oz. (850 ml.). Also the child had appeared extremely 
“vacant” and listless on the day before death. 

The later home visit disclosed that the child had not 
had its bowels opened for three days before death. The 
parents had simply thought that the child was severely 
constipated, and had given it three doses of “ emulsion” 
for opening the bowels during its last day. 

At necropsy the child appeared to have been very well 
looked after. It was dehydrated, and there was ante-mortem 
thrombosis of the basilar artery. 

The sequence of events appears to have been that the 
child had gone off its food during a relatively mild cold and 
had been permitted gradually to reach a stage of severe 
dehydration owing to an inadequate fluid intake during the 
week before death. 

The parents of this child were intelligent and of “ gram- 
mar school” type, the father being manager of a city store. 
The health visitor informed us that the home was a good 
one and that she had not thought a monthly visit necessary. 
In actuality this mother was at a considerable disadvantage. 
She had had no experience of ill children, and, as a new- 
comer to the district, lived a rather isolated life. She had 
no friends locally. It was basically due to this and her own 
ignorance of what an ill infant is like that the baby died. 


Case 2 


This 4-weeks-old child had simply been found dead in its 
cot, and the history given to the coroner was that the child 
had been taking its feeds normally and regularly, and had 
not been in contact with any acute infection. It was appar- 
ently completely normal the night before going to bed. 

During the inquest, in response to direct questions, it 
was discovered that the child had been crying considerably 


during the night before it died, and had been given frequent 
small feeds. The mother remarked that the child had 
always brought food back after a feed, and also “it gets 
rid of excess.” Further questions were asked after the in- 
quest, and the amount of food brought back appeared to 
be much more than the usual posset. At the later interview 
it was found that the child normally took more than an 
hour to feed, and often refused its feeds. The parents had 
been advised by the district nurse to take the infant to the 
children's hospital for medical attention, as she thought its 
feeding was quite abnormal. 

At necropsy there was evidence of terminal inhalation, 
and also an abnormally wide conical lower end of the oeso- 
phagus, with an extremely large lax cardia, a finding which 
suggested the presence of a “hiatus hernia.” 


Case 3 

A baby girl aged 8 weeks was found dead in her cot, and 
the case was referred to the coroner. The history obtained 
by the coroner was that the child had been breast-fed until 
three weeks before death, when it was weaned on a pro- 
prietary milk food. It was quite fit and took all its feeds 
during the day, and on the evening before death was put 
to bed at 10 o'clock on a flock pillow. It was found dead 
at 7.15 the next morning. 

Subsequent history revealed that the child had lost 24 Ib. 
(1,130 g.) in weight in the three weeks preceding death, and 
that on the day preceding death it had had severe diarrhoea 
A severe “cold” was going through the home at the time 
of death. Necropsy revealed a pyelonephritis. 

This child had probably developed a renal infection about 
three weeks before death, and the general upset associ- 
ated with this had caused it to be weaned inadequately. 
The terminal disturbance may have been associated with a 
secondary infection or metabolic changes 


Case 4 

This illustrates a different type of case. A 26-weeks-old 
child had been found dead in its cot with no reported 
abnormal symptoms. At necropsy the only abnormality 
found, other than the common lung changes, was that the 
fingers were covered with small fragments of dead skin. 
The later follow-up history revealed that the child had been 
fretful and off its food, and had lost weight. Three weeks 
before death its hands had become red and swollen, and 
later the hands had scaled. The child apparently died while 
affected with acrodynia (Southby, 1950). 


Discussion 


Disease in infancy is much more closely related to func- 
tional alterations than to the naked-eye or histological 
structural changes seen in adult life; therefore the clinical 
history of a case is frequently crucial in making a correct 
diagnosis. Often one cannot be certain of the cause of 
death in infants who have been under close observation 
in hospital, and diagnosis involves much greater difficulties 
in infants “ found dead.” In such cases a complete correct 
history is a prime essential. 

In only five of the 50 infants studied was the complete 
correct history available at the time of necropsy. In 33 the 
history obtained was wrong enough to affect the diagnosis 
It would thus seem that the clinical history available to 
the pathologist was not only inadequate but misleading. 

These discrepancies may in theory be due to the poor 
quality of the coroner's histories or to the follow-up histories 
being incorrect, or to both of these factors. However, most 
of the histories given to the coroner were taken by two 
very able full-time coroner's officers, and the histories ob- 
tained by them were, in our experience, much more com- 
plete than is usual. The follow-up histories were taken quite 
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independently and with no knowledge of the detailed 
necropsy findings, and these histories fitted the cases as 
one would expect histories to fit cases within hospital. 

Was the information given by the mother to the police 
or to us deliberately incomplete or false? We are quite 
certain that there is no intention to mislead, but the whole 
mental disturbance produced by the infant's death and the 
police investigation that follows is enough to affect the 
sanest mother. 

First the mother remembers that the child had not been 
completely well, but was not thought to be in great danger. 
Phen it dies unexpectedly. A doctor is frantically called, 
confirms that the child is dead, and says that the death must 
be reported to the coroner. The coroner is associated im- 
mediately with ideas of homicide. Within a few hours the 
local police are in the house, seeing the child, examining 
the cot, taking away samples of anything suspicious that 
the child may have eaten. This is shortly followed by the 
police van to take the child to the mortuary. The child's 
death becomes “the talk of the road.” The mother is re- 
quested to attend the coroner's office the next morning. 
After a night’s “rest the mother makes a statement to a 
police sergeant, often for the first time in her life, and the 
statement is typed out as it is taken and then signed. This 
is followed by a couple of completely blank days when 
the parents are awaiting a call to the inquest. 

The inquest itself is usually preceded by an identification 
of the body of the child in the mortuary or chapel. At the 
inquest the parents are confronted by the almost mythical 
figure of the coroner, the pathologist, and, often more fear- 
ful than these, the local press. After repeating the oath— 
made familiar through murder stories—the mother listens 
to her own statement being read by the coroner. Her eyes 
can often be seen to wander from the face of the coroner 
to the reporter's pencil. Except when the parents feel that 
the doctor had delayed in visiting the child or gave the 
wreng treatment, one is conscious that they, particularly 
the mother, are in a slightly dazed state. 

The above ritual is described in some detail as we feel 
that in the process of excluding a homicidal death inform- 
ation leading to the natural cause of death is submerged. 
This would not be of importance were it not that these 
“unexpected deaths” are becoming an increasingly im- 
portant proportion of infant deaths, and also that in many 
of these cases the infants had symptoms and could have 
been diagnosed and treated. 

Davison (1945), the coroner for Birmingham, showed the 
great advance in the diagnosis of the causes of unsuspected 
infant deaths that was made by employing pathologists. 
On the other hand, regarding the histories of such cases, he 
says, “ There was a complete absence of prodromal symptoms 
or any departure from the normal sufficient to justify the 
parent in seeking advice—in other words, death was entirel\ 
unexpected, even in those cases in which the cause of death 
was found to be respiratory or due to otitis media. It 
would appear that an infant could develop bronchopneu- 
monia and die suddenly without warning.” We feel that 
such statements are based on the type of evidence likely to 
be offered to a coroner's officer, and are far from the truth. 

A problem concerning the obtaining of the correct history 
in these cases is that the inquest has to be closed, a diagnosis 
made, and the infant buried before the mother regains her 
rational poise. Previous to this study, when an inquest was 
delayed for the purpose of obtaining microscopical sections 
a home visit was made before the final inquest. These visits 
were found to be quite unsatisfactory, and, as many mothers 
were extremely worried, these visits were abandoned. 

How much of this mental disturbance is due to the un- 
expected death and the feeling that the death may have 
been prevented, and how much to the added psychic trauma 
of the coroner's routine, it is difficult to say, but the im- 
pression is gained that there is nothing like the same diffi- 
culty with the history when infants die from illness of only 
a few hours’ duration after admission to hospital. 


It has often been suspected that the histories in cases of 
sudden death in infancy were not accurate (Farber, 1934). 
Werne and Garrow (1953), forensic pathologists in New 
York, remark : “The suddenness of death so stirs the 
family that attempts to obtain a reliable history on the first 
visit to the scene are frequently unsuccessful.” 

Bowden (1950), in one of the most careful studies of 
sudden death in infancy that have been carried out, 
remarks : “On looking back on the evidence given in our 
previous cases of accidental suffocation in Melbourne, one 
is impressed by the frequency with which the deceased 
children did have some symptoms prior to death, suggesting 
that they were suffering from some natural disease.” 
Bowden and French (1951) state: “It was often difficult 
to obtain an accurate account of the child’s condition in 
the period immediately preceding his unexpected death.” 
They were able to obtain evidence of several days or weeks 
of minor ill-health in 29 of 43 children that had died un- 
expectedly, 

The coroner has a ~**.utory duty to investigate all cases 
in which a person “ has died a sudden death of which the 
cause is unknown ™ (Thomas, 1927). The method of investi- 
gation would seem to be almost entirely in the hands of 
the individual coroner. 

In these cases of unexpected death the general practitioner 
is always placed in a difficult position. The most efficient 
procedure would seem to us to be for the practitioner to 
obtain consent for a necropsy, and for the child to be taken 
to the local children’s hospital for the examination. The 
practitioner would also notify the coroner, It would seem 
likely that a careful history taken from the mother by a 
paediatrician or paediatrician-pathologist at the hospital 
would be the most likely way of obtaining the correct 
history before a diagnosis has to be made. The corener 
has authority to permit this, and the Sheffield coroner occa- 
sionally does this, leaving the pathologist to notify him if 
anything but a natural form of death was revealed. It 
would be helpful to know the views of coroners on this 
subject. 


Summary 


In a series of 50 infants in which “ sudden unexpected 
death” occurred, in only five instances was the history 
obtained by the coroner substantially consistent with the 
history obtained after the child’s burial. Follow-up 
histories showed that all of the infants had shown some 
abnormality before death, and that the majority had had 
symptoms of over two days’ duration. 

It is suggested that these inadequate histories are due 
to the psychic trauma of the unexpected death, together 
with the fear produced by the police and the coroner’s 
investigation. The procedures connected with these 
infant deaths seem to need revision. 


"This investigation would not have been possible but for the 
progressive outlook of Mr. A. P. Lockwood, H.M. Coroner for 
the City of Sheffield. As well as thanking him we thank our 
colleague Dr. J. Edwards for his wise criticism. 
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Unilateral digital compression of the carotid bifurcation 
can cause immediate loss of consciousness in a few 
individuals. These cases fall into four main groups: 
(1) Those in which, because of pre-existing occlusion by 
disease of the contralateral internal carotid artery, com- 
pression causes cerebral anaemia. This effect cannot, of 
course, be abolished by procainization of the carotid sinus. 
All cases of unconsciousness following carotid compres- 
sion were, until Hering’s discovery of carotid sinus reflex 
in 1927, regarded as caused by cerebral anaemia (Roseman 
et al., 1945; Webster et al., 1955). (2) Those associated 
with a marked slowing of ventricular rate. (3) Those 
associated with a significant fall in blood pressure. 
(4) This is the least common group, and the main con- 
cern of the present communication. Loss of conscious- 
ness is not attended by bradycardia or a fall in blood 
pressure, and occurs in the absence of carotid artery 
occlusion 

A number of patients in group 4 were studied by 
measuring the flow of blood through the internal jugular 
vein (by means of a Gibbs thermoelectric recorder), and 
by measuring at the same time the oxygen content of 
the blood leaving the brain. From a comparison of the 
data obtained during states of consciousness and uncon- 
sciousness, neither Ferris et al. (1935) nor Lennox 
et al. (1935) could detect any significant change in 
cerebral blood flow in the induced attacks. Lennox et 
al. concluded that “the fact that pressure on carotid 
sinus in certain persons will bring unconsciousness with- 
out preliminary cerebral anaemia points to the existence 
in man of a non-circulatory, probably neural mechanism 
by which unconsciousness can be produced.” 

This syndrome is very uncommon, though among 
1,000 epileptic subjects Robinson (1939a) discovered two 
such cases. An analysis of the case histories of patients 
whose cerebral blood flow had been measured, as men- 
tioned above, indicates that spontaneous or induced 
attacks may be preceded by an aura usually described as 
“ dizziness,” or consciousness may be lost without any 
warning. A few patients may have unilateral or 
generalized convulsions during the period of uncon- 
sciousness. The following case presented similar 
features. 

Case Report 

About 1952 a man aged 47 had five “ black-outs” in 
fairly close succession, each one preceded by a momentary 
spinning sensation and followed by severe headache. In 
September, 1954, he started a series of “ black-outs,” and 
these also were preceded by a momentary “ whirlpool” 
sensation. Attacks were occasionally provoked by rotating 
the chin to the left with the head in the position of exten- 
sion, as when reclining in an easy chair. The period of un- 
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consciousness was usually of a few minutes’ duration and 
there were no convulsive movements. He sometimes remained 
seated with eyes staring, but more usually he fell down. On 
two occasions he had an attack while cycling. During the 
attacks which were observed he remained flaccid without any 
detectable change in pulse or breathing. Immediately on 
regaining consciousness he complained of intense headache, 
and as a rule passed into a deep sleep. 

Compression in the region of the right carotid bifurcation 
provoked within 15-30 seconds the familiar “ whirlpool” 
sensation usually preceding his attacks of unconsciousness. 
There was no associated change in pulse rate or blood 
pressure. Pressure in the region of the left carotid bifurca- 
tion, as also pressure on either of the common carotid 
arteries, gave rise to no abnormal symptoms. The electro- 
encephalogram showed generalized paroxysmal theta dys- 
rhythmia on hyperventilation. 

Since denervation of the right carotid sinus on Novem- 
ber 30, 1954, he has remained free from black-outs, and it 
is no longer possible to induce vertigo by pressure in the 
region of the right carotid sinus. 


Electroencephalographic Changes 


The E.E.G. changes during unconsciousness have been the 
subject of several studies, which comprised a total of 16 
cases. Two main types of E.E.G. changes have been 
described. Romano et al. (1940) and Forster et al. (1942) 
noted a varying degree of fast beta activity during the period 
of unconsciousness. In some cases the slight shift in energy 
to the fast side could be established only by a comparison 
of interictal and ictal cortical spectrums. Forster ef al. 
stated that “ the acceleration is sufficient in some cases to be 
comparable to that which occurs at the outset of a grand 
mal epileptic seizure.” This led them to conclude that these 
cases represented “a special type of trigger zone epilepsy 
with only slight evidence of cortical involvement.” 

The second type of E.E.G. change is characterized by the 
appearance of slow waves, 3-6 per second, of moderate or 
high voltage during unconsciousness (Engel er al., 1944). 
Even the nosographic purist is unlikely to cavil at the epilep- 
tic label being attached to a syndrome comprising a state of 
unconsciousness which can be induced rapidly without a 
demonstrable .change in the cerebral blood flow, and 
associated with the appearance of a delta rhythm. The term 
“carotid sinus epilepsy” therefore seems to be justified in 
at least some cases. It may even be applied to some cases 
in which Stokes-Adams syndrome can be induced by carotid 
sinus stimulation. A case reported by Rabwin and Merliss 
(1950) illustrates this. The patient was a man aged S51 in 
whom asystole and generalized epileptic convulsions 
associated with typical grand mal E.E.G. discharge could 
be induced by stimulation of the left carotid sinus. How- 
ever, asystole could be entirely abolished by preliminary 
intravenous injection of atropine without affecting the 
epileptic phenomena. On the other hand, lowering the 
blood pressure by 50 mm. Hg by inhalation of amyl nitrite 
failed to provoke conclusions. 


Glossopharyngeal Neuralgia 

Since 1932 a number of cases of Stokes-Adams syndrome 
provoked by paroxysms of neuralgia, occurring spontaneously 
or induced by appropriate peripheral stimulation, have been 
reported. It must be regarded as significant that, with but 
one doubtful exception, the neuralgia has always been of the 
glossopharyngeal type—the one exception being a case of 
superior laryngeal neuralgia, also perhaps a variant of the 
larger group of glossopharyngeal-vagal neuralgias (Flaum 
and Klima, 1932). Some of the published case records also 
indicate that carotid sinus stimulation was ineffective, and 
that Stokes—Adams syndrome could be abolished by atropine 
or by division of the glossopharyngeal nerve (Ray and 
Stewart, 1948 ; Richburg and Kern, 1953). Without entering 
into a discussion on how the Stokes-Adams syndrome is 
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induced in these cases of glossopharyngeal neuralgia, it can 
be reasonably inferred that the fibres of the carotid sinus 
nerve, conveyed by the glossopharyngeal nerve, are impli- 
cated in some way. Several explanations suggest themselves, 
but need not be considered here. 

If the suggested involvement of the fibres of the carotid 
sinus nerve is accepted, and the Stokes-Adams syndrome in 
these cases is regarded as being due to abnormal activity of 
these fibres or their ganglionic connexions, however engen- 
dered, the following rare cases assume some added signifi- 
cance. Wilfred Harris (1926) described a case of glosso- 
pharyngeal neuralgia in which paroxysms were repeatedly 
followed immediately by epileptic seizures. He mentioned 
that the patient had been subjected to trephining on this 
account. An exactly similar case was reported by Thomson 
(1954). His patient had repeated generalized epileptic 
seizures lasting 10 to 15 seconds immediately following 
paroxysms of neuralgia. During the fits there was no signifi- 
cant fall in pulse rate or blood pressure. Pain and convul- 
sions ceased after section of the left glossopharyngeal and 
upper two filaments of the vagus nerve. 

It would appear that glossopharyngeal neuralgia, like 
hyperactive carotid sinus, can be associated with Stokes- 
Adams syndrome or with epilepsy, the latter without any 
demonstrable circulatory changes. The more common 
cardio-inhibitory reaction can therefore very occasionally be 
replaced by epilepsy. A few other examples of an epilep- 
tic reaction taking the place of the more usual vagotonic 
response are mentioned briefly. 


Oculo-Cardiac Reflex 


Moderate pressure on the eyebails causes slowing of the 
heart which occasionally is of a degree to cause syncope. 
Balabane (1935) described two such cases in which the pulse 
rate fell to approximately 20. Robinson (1939b) has, how- 
ever, induced epileptic attacks in an epileptic subject by 
ocular pressure of 12 seconds’ duration without detectable 
alteration in blood pressure or pulse rate. 


Deglutition 

Weiss and Ferris (1934) described two cases in which 
transient heart-block occurred during swallowing. Their first 
case is particularly interesting, since Stokes-Adams attacks 
could be induced by inflating a balloon placed in the 
oesophagus, and the case was submitted to a detailed study. 
The case history is given as follows. “ A man aged 64 was 
admitted to hospital in a stuporous state following attempted 
suicide with illuminating gas. The cause of this act was 
despondency because of fainting spells believed to be incur- 
able, from which he had suffered for ten years. The attacks 
manifested themselves in sudden dizziness or fainting lasting 
a minute or two and were usually precipitated by swallowing 
food, particularly sticky food. Sometimes only a sip of 
water caused an attack. The dizziness and fainting were 
associated with pains along the lower portion of the sternum, 
descending towards the stomach.” Procaine block of either 
vagus nerve in the neck abolished repeatedly the transient 
complete heart-block on inflating the balloon. The authors 
invoke the result of this experiment as proof of the reflex 
nature of the syndrome. 

In the following case consciousness was lost under identical 
circumstances, but instantly, and without clinically demon- 
strable circulatory changes. 


The patient was a man aged 41 who for the past five 
years occasionally, when swallowing, had “ a choking feel- 
ing as though something squeezing through something 
small.” This sensation, first felt in the region of the 
manubrium, travelled slowly downwards to the xiphoid 
process. The total duration of these attacks, in which he 
often remained conscious, was about half a minute. 
Recurring, transient, simple, non-sphincteric spasm of the 
oesophagus (McGibbon and Mather, 1937) is the best 


explanation for these attacks, in some of which he lost 
consciousness completely and abruptly, without any warn- 
ing, for a fraction of a minute. He had fallen on a few 
occasions, but usually remained seated with eyes fixed 
into space. He had no convulsions. His wife reported 
that there was no appreciable change of colour of his 
face or of pulse rate in these attacks. Carotid sinus 
stimulation was ineffective. Barium swallow showed no 
abnormality. He had no other attacks of unconsciousness. 


In the light of these observations it appears justifiable to 
view carotid sinus epilepsy as one example of a wider patho- 
logical phenomenon, whereby the stimulation of certain 
receptors which ordinarily give rise to cardio-inhibitory 
reaction may instead engender epileptic activity. Sometimes 
epilepsy and cardio-inhibitory response occur together, and 
their coexistence can be recognized only by the use of atro- 
pine. According to this interpretation, carotid sinus epilepsy 
is one form of sensorily precipitated epilepsy. Though the 
provocation of fits at will by stimulation of the appropriate 
receptors is the cardinal feature of the latter group of 
epilepsy, many factors determine whether at any given 
moment stimulation will be effective or not: element of 
surprise, repetition, and the emotional state of the subject at 
the time of the experiment (Behrman, 1955). 


Focal Phenomena 


Focal epileptic phenomena are mentioned in the histories 
of several well-documented cases of carotid sinus epilepsy, 
and one of the two cases of Engel er al. (1944) might be cited 
here. When the patient was either recumbent or erect, 
massage of the left carotid sinus resulted within 15 seconds 
in the following progression of symptoms: burning, numb- 
ness, and tingling of the right side of the face, right arm, and 
right leg; clonic jc of the right arm; and a sense of 
fullness and buzzing in the head. Simultaneously in the 
E.E.G. high-voltage, irregular slow waves (2 to 5 per second) 
appeared in the fronto-occipital lead from the cortex on the 
left side. The patient, who was a physician, had for 20 years 
been subject to similar attacks on turning his head to the 
right. Occlusion of the left carotid artery for 20-30 seconds 
gave rise to neither symptoms nor E.E.G. changes. 

Vertigo was the aura in the case we have presented, and it 
was also a feature of a case fully described by Turner and 
Learmonth (1948). For 12 years spontaneous attacks 
occurred when turning in bed and at other times, and con- 
sisted of a sensation of falling to one or other side. Light 
pressure over either carotid sinus produced immediate car- 
diac asystole and symptoms he had experienced in the spon- 
taneous attacks. Following bilateral denervation of the 
carotid sinus the attacks ceased during the one year's follow- 
up. Smith (1947), reviewing the Mayo Clinic material of 85 
cases of hyperactive carotid sinus, mentions that “ vertigo 
was a prominent feature.” Vertigo in some of the cases 
mentioned might be regarded as another focal epileptic 
manifestation, and the regional differences in seizure suscepti- 
bility described by French et al. (1956) in the monkey cortex 
might provide an explanation. 


Summary 

In a few individuals a state of unconsciousness can be 
induced rapidly by stimulation of an overactive carotid 
sinus. During the period of unconsciousness there is 
no demonstrable change in cerebral blood flow, and a 
transient delta rhythm may make its appearance. After 
carotid sinus denervation this response is no longer 
obtainable. 

It is concluded that this evidence points to an epileptic 
causation of unconsciousness, and that the syndrome 
should be classed with sensorily precipitated epilepsy. 

A case of carotid sinus epilepsy relieved by denerva- 
tion is described. 
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It is concluded that carotid sinus epilepsy is one 
example of a wider pathological phenomenon whereby 
the stimulation of certain receptors which ordinarily 
give rise to cardio-inhibitory reaction may _ instead 
engender epileptic activity. 
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Amongst surgical emergencies, acute haemorrhagic 
pancreatitis remains therapeutically one of the most 
difficult. The mortality from this condition, including 
the many mild cases, is still in the region of 33% 
(Paxton and Payne, 1948). It is now generally agreed 
that, when a correct diagnosis can be made, it is better 
to avoid operation in the acute phase of the illness and 
to institute measures to combat dehydration and 
circulatory failure. These take the form of correction 
of protein, fluid, and electrolyte imbalance by trans- 
fusion. Gastric suction is also necessary when there is 
paralytic ileus. Analgesics are given to relieve the 
intense pain, together with antibiotics to combat infec- 
tion and propantheline to diminish the amount of 
pancreatic secretion (Comfort, 1955). In spite of these 
measures a number of patients (about 11% according 
to Paxton and Payne) pass into a state of peripheral 
circulatory failure from which they do not recover. 
With this in mind it was decided to try the effect of 
cortisone in preventing or treating this circulatory 
collapse. Only one case so treated appears to have been 
reported previously (Eskwith er al., 1955), and the 
authors considered their result sufficiently striking to 
justify further trials. The following two cases are 
recorded as it seems that this method of combating the 
severe effects of haemorrhagic pancreatitis is promising. 


CAROTID SINUS EPILEPSY 


Case 1 

A married woman aged 64 was admitted to Cardiff 
Royal Infirmary on September 14, 1955, having seven days 
previously experienced severe mid-abdominal pain and 
vomiting. Two hours before ner admission a particularly 
severe attack of upper abdominal pain occurred which was 
constant and did not radiate. She felt faint and lost con- 
sciousness for a short period. During the previous five 
years there had been at least five attacks of abdominal pain, 
each coming on suddenly with retching and vomiting ; none 
was associated with jaundice 

The patient was found to be an obese woman, cold, 
clammy, and slightly cyanosed, and retching continuously. 
Pulse rate, 120 per minute; blood pressure, 230/130 mm. 
Hg. Tongue dry and coated. Lung fields clear and 
heart normal. There was gross abdominal distension, with 
maximal tenderness in the left hypochondrium. Both flanks 
were dull to percussion. Urine contained sugar, acetone 
bodies, and a trace of albumin. Serum amylase, 1,600+ 
Sémoégyi units per 100 ml. A diagnosis of acute haemor- 
rhagic pancreatitis was made. 

She was immediately given pethidine, 100 mg., and 
atropine, 0.65 mg., followed by intravenous transfusion of 
plasma and normal! saline coniaining aureomycin. By the 
following morning she was very much worse and des- 
perately ill. Blood pressure had dropped to 100/70 mm. ; 
pulse rate was 140, and respiration rate was 40 per minute. 
Cortisone, 150 mg. twice daily for three days, was pre- 
scribed, together with propantheline, 15 mg. twice daily. 
Intravenous administration of fluids containing aureomycin 
was continued. Staining in the left flank and around the 
umbilicus was then noted, and this persisted for three days. 
On September 16 there was some improvement, the pulse 
rate having fallen to 120 per minute, though the blood 
pressure was still low—140/70 mm. The treatment out- 
lined above was continued. At this stage the serum 
electrolyte values were: Na 130, K 8.2, Cl 95 mEq per litre. 
Blood sugar, 130 mg. per 100 mi. The raised serum 
potassium level caused some anxiety, but, as the patient 
appeared to be better, no treatment for this was instituted. 
There was further improvement by the 17th, the pulse rate 
having fallen to 100 per minute, but a tinge of cyanesis 
still remained about the lips and the respiratory rate was 
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Fic, 1—Case 1: Showing the dosage of cortisone and the effect 

on the course of the illness. 


30 per minute. Both lung bases showed signs of con- 
gestion. Intravenous transfusion of fluids was discontinued, 
as water could now be taken by mouth. Progress was main- 
tained on September 19 and the cortisone dosage was 
reduced. The propantheline was stopped altogether owing to 
severe dryness of the mouth. At this stage the serum 
electrolytes were: Na 135, K 7.2, Cl 101 mEq per litre. 
On September 21 the dose of cortisone was reduced to 


: 


Dec. 29, 1956 


75 mg. twice daily ; the patient felt well, her only complaint 
being a dull ache in the left hypochondrium, and the blood 
pressure was normal. A week later a mass the size of a 
grapefruit, which was enlarging slowly, was palpable in 
the left lumbar region. This was incised and a drain 
inserted. A large collection of brownish fluid was evacuated 
together with portions of omentum showing fat necrosis. 
The wound did not heal, but contigued to discharge a watery 
fluid. The patient became very apathetic when complete 
cortisone withdrawal was attempted, and further doses had 
to be given as there was also a relapse in her general con- 
dition with more abdominal pain. The second course of 
cortisone was discontinued after gradual reduction in dosage 
over 22 days. During the next six months there was con- 
tinuous discharge from the sinus, but this gradually lessened 
and finally ceased. She still suffers from nausea, anorexia, 
and occasional abdominal pain. 

The dosage of cortisone and its effect on the course of 
the illness are shown in Fig. 1. 


Case 2 

A married woman aged 74 was admitted to Cardiff Royal 
Infirmary on September 14, 1955, compiaining of severe 
upper abdominal pain which had started 24 hours previously 
and radiated down both sides to the iliac fossae and to the 
back, with nausea and vomiting. The patient perspired 
freely and was very restless. During the preceding two 
years there had been several minor attacks of abdominal 
pain. Cholecystectomy had been performed eight years 
before for cholelithiasis. She was obviously in severe pain. 
Blood pressure, 170/90 mm. Hg; pulse rate 90 per minute. 
Heart sounds faint, but no murmurs heard. Lung fields 
clear to percussion and auscultation. Abdomen generally 
tender, with guarding in upper part, and bowel sounds 
absent. 

The following morning the condition was little changed, 
though the temperature had risen to 102° F. (38.9° C.). 
Serum amylase, 800 Sémégyi units per 100 ml.; serum 
electrolytes—Na 130 and K 7.2 mEq per litre ; blood sugar, 
130 mg. per 100 ml. Urine contained traces of sugar and 
acetone. Discoloration of the skin in the left loin appear- 
ing 36 hours after admission confirmed the impression that 
the patient was suffering from acute pancreatitis. 

Therapy started 18 hours after admission with 300 mg. 
cortisone and 1 g. aureomycin daily. Within 48 hours of 
starting treatment there was marked symptomatic improve- 
ment ; the patient was sitting up in bed free from pain, and, 
though the abdomer was still tender, there was no abdom- 
inal rigidity. Cortisone, 150 mg. twice daily, was given for 
three days, and then the dose was slowly reduced over ten 
days and the treatment discontinued on the fourteenth day 
after admission. Aureomycin was stopped on the eighth 
day of the illness. The temperature range and the dosage 


of cortisone are shown in Fig. 2 
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Fig. 2.—Case 2: Showing the dosage of cortisone with the range 
of temperature during treatment. 
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Convalescence was complicated by the development of 
an abscess in the left buttock, which responded to simple 
treatment. The patient was sent home feeling well after 35 
days in hospital 

Discussion 

[he use of cortisone in acute pancreatitis was tried on 
a patient who appeared to .- dying and had developed 
severe peripheral circulatory failure in spite of plasma 
and saline transfusion. The rapid improvement in the 
general condition and the relief of pain which began 
after the administration of cortisone were impressive. 
It is, of course, difficult to be certain to what extent other 
factors have contributed to this recovery, as, for 
obvious reasons, the patient also received intravenous 
fluids, propantheline, and antibiotics. An indication 
that the cortisone had aided recovery was, however. 
given by the relapse which occurred when the drug was 
stopped on the twentieth day of the illness. As soon 
as cortisone was again taken, the patient improved. 
That this also occurred in the case of Eskwith et al. is 
of some interest. Some authorities maintain that in the 
presence of infection cortisone is dangerous, but Kinsell 
(i954) stated that he had been using the drug in com- 
bination with an untibiotic in cases of generalized 
peritonitis and pyogenic meningitis with good results 
over a period of four years. He claimed that the non- 
specific antitoxic and antishock effects of cortisone tided 
the patient over until antibiotics had a chance to take 
effect. It is probable that the cause of collapse in acute 
pancreatitis is to be found in toxic products liberated 
by enzyme action rather than by infection, for it has 
not proved possible to culture organisms from the blood 
stream in patients suffering from this disease (Dragstedt, 
1943). On the other hand, it has proved equally difficult 
to isolate the toxic products of autodigestion, which are 
thought to cause the circulatory failure. Plasma and 
plasma protein fractions have been said to be specific 
antidotes to this circulatory collapse, but the work of 
Elliott (1955) and of Pollock (1956) suggests that the 
value of plasma in this condition may be a non-specific 
one in providing additional circulating fluid and 
protein. 

The second patient did not have such severe 
pancreatitis as the first, and, although the response to 
cortisone seemed to be equally dramatic, other factors 
may have been important in her rapid recovery. 

The place of cortisone probably lies in the control of 
the severe attack of the disease where there is evidence 
of profound circulatory disturbance. Its administration 
should be stopped at the earliest possible moment, as 
an infection may spread rapidly in a patient under its 
influence. 

Summary 

Two patients suffering from pancreatitis of some 
severity were treated with cortisone. The results suggest 
that further investigation into this line of therapy is 
justified, and that the place of the drug may be in the 
control of the early stages of the fulminating disease. 


We wish to thank Mr. A. C. Lysaght for his permission to treat 
these cases and for his interest. 
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McGeown and Montgomery (1956) reported a fatal case 
of multiple myelomatosis with many features of hyper- 
parathyroidism. A study of the serum proteins, how- 
ever, would have revealed the true condition in life. 

In October, 1955, a similar problem presented itself 
at this hospital. The results of the investigation of the 
serum proteins tended to exclude multiple myelomatosis, 
and biochemical estimations supported a diagnosis of 
hyperparathyroidism. 

The following report may again serve to illustrate the 
occasional similarity of the two conditions. In this 
patient the possibility of metastatic carcinoma had also 
to be considered. 

Case Report 

In December, 1954, a Rhodesian farmer aged 45 com- 
plained of pain in the left upper chest. It was a continuous 
dull ache at rest and was aggravated by movement. A 
month later, while stooping, he suffered a violent pain in 
the middle of the chest and upper part of the back. The 
pain was severe and continuous, and necessitated his lying 
flat in bed for three weeks. As this pain subsided he 
became aware of pain in the loin and difficulty in moving 
his legs 

He was investigated in South Africa in June, 1955, and a 
radiograph of his chest showed his bones to be osteoporotic. 
The serum calcium level was found to be 13.6 mg. per 
100 ml. A tentative diagnosis of hyperparathyroidism was 
made. He came to Britain and was admitted to hospi- 
tal for further investigation and removal of the suspected 
parathyroid adenoma 

On admission he complained of pain in the back and 
thighs, continuous nausea, vomiting, polydipsia, and poly- 
uria. He could walk only with difficulty and great pain. 
He was anorexic and had lost 24 Ib. (10.9 kg.) in weight in 
the preceding two months. On clinical examination the only 
positive finding was a large goitre of the soft nodular type, 
most pronounced at the left lower pole and causing devia- 
tion of the trachea to the right. No abnormality was found 
in the skeleton, abdomen, or pelvis. Radiologica] examin- 
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ition showed severe generalized decalcification of the skele- 
ton with collapse of D6 and L 5. Multiple circumscribed 
areas of bone destruction could be seen in the femora, 
pelvis, and skull. The hands showed no abnormality. 

Laboratory Investigations—On September 13 a blood 
count showed: Hb, 9.8 g. (68%); red cells, 3,600,000 ; 
haematocrit, 30% ; M.C.V., 83 cubic microns; M.C.H.C.. 
33%; white cells, 10,000 (neutrophils 62%, lymphocytes 
30%, monocytes 6%, eosinophils 2%). The serum sodium 
was 144 mEq/L. potassium 4.3 mEq/l, chloride 105 mEq/1., 
CO» combining power 26 mEq/!. The blood and urine 
analysis are shown in Tables I and IL. 

On the whole the results of the biochemical investigations 
suggested a parathyroid adenoma. 

It was decided to explore the neck, for this operation 
would reveal a thyroid carcinoma or a parathyroid tumou: 
If a frozen section of this material proved negative it was 
proposed to take a biopsy from the left femur, the radio- 
logical changes being maximal at this site. 

The operation was performed by Mr. Vaughan Hudson 
on September 20. The neck and superior mediastinum 
were carefully explored. The whole thyroid gland was ex- 
posed, the left lobe was removed, and two normal para- 
thyroid glands were identified. The right lobe was then 
removed and two normal parathyroid glands were again 
identified. A frozen section of the excised thyroid was 
reported on before the neck was closed. Neither carcinoma 
nor parathyroid tumour was revealed. The histology of the 
thyroid gland was that of a simple nodular goitre. 

The biopsy of the left femur which followed showed 
plasma-cell myeloma, The patient made an uneventful 
recovery 

Discussion 

[he radiologists considered the bony lesions to be those 
of multiple myelomatosis, or possibly secondary deposits 
from a thyroid carcinoma. The radiographic appearances 
did not suggest hyperparathyroidism. Paper electrophoresis 
of the serum proteins failed to confirm the diagnosis of 
myelomatosis, but the normal protein pattern did not 
necessarily exclude it. 

Flynn (1954) stressed the importance of investigating the 
electrophoretic mobility of any urinary protein should the 
results of the serum study be equivocal. In this way a diag 
nosis of myelomatosis may be confirmed or refuted in 95 
of cases. We have, in fact, seen a patient with proteinuria 
suffering from a plasma-cell myeloma whose serum pattern 
was within normal limits, yet the mobility of the urinary 
protein was that of gamma-globulin. A negative heat test 
for Bence Jones protein does not exclude myelomatosis, for 
we have experienced negative heat tests in the face of pro- 
teinuria, particularly in the 8-type of myeloma. 

In the case under discussion, however, the normal pro- 
tein pattern, together with absence of any detectable urinary 
protein (before operation), made the diagnosis of multiple 
myelomatosis seem unlikely, and no examination was made 
of the bone marrow. 

A raised serum calcium level with resulting hypercal- 
curia may occasionally be found in patients suffering from 
myelomatosis. The mechanism is unknown. Hypercal- 
caemia and hypercalcuria may also be associated with 
multiple bony metastases. 

The raised serum calcium level and hypercalcuria were in 
this case associated with a low serum phosphate level but 
a relatively high urinary phosphate excretion, suggesting 
primary hyperparathyroidism. The serum alkaline phospha- 
tase activity was at the upper limit of normal. In retrospect. 
a higher serum level, reflecting increased osteoblastic 
activity, might have been expected had such extensive bony 
changes been the result of a parathyroid adenoma. In view 
of the high endogenous calcium excretion, it was decided 
that a calcium balance test was unlikely to furnish further 
useful information. 

The diagnosis of primary hyperparathyroidism can be 
difficult when complicated by renal insufficiency. Again, 
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diagnosis may be confused by the excessive phosphate ex- 
cretion that may occasionally be found in multiple myelo- 
matosis, associated usually with the excretion of myeloma 
globulin, 
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Fic. 1.—Relation between plasma inorganic phosphate and rate 
of urinary phosphate excretion. Control cases. (Herbert, 1951.) 
@ Miscellaneous disease without renal damage or disturbance of 
acid-base balance. O Non-metabolic diseases of bone. The area 
within which these points fall defines the normal! limits indicated 
by the two straight lines. 
Or ° , 
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Fic. 2.—Relation between plasma inorganic phosphate and rate 

of urinary ~hosphate excretion. Hyperparathyroidism and hypo- 

parathyroidism. (Herbert, 1951.) @ Hyperparathyroidism, un- 

treated. O Hyperparathyroidism, post-operative. + Hypopara- 

thyroidism. The continuous lines represent the normal limits as 

in Fig. 1. The dotted lines connect consecutive data on individual 
cases, in the sequence indicated by the arrows. 


In the absence of complicating features, we placed great 
reliance upon the relationship of the rate of urinary phos- 
phate excretion to the plasma phosphate level. The normal 
relationship is shown (Fig. 1) and compared with that found 
in primary hyperparathyroidism (Fig. 2). Figs. 1 and 2 show 
that a urinary phosphate excretion of 0.4 mg. a minute falls 
outside normal limits when the plasma phosphate level is 
2 mg. per 100 ml. 

Since the diagrams were originally published (Herbert, 
1951), phosphate excretions in a number of patients suffering 
from hyperparathyroidism have been investigated. No un- 
expected results were found (Herbert, 1956, personal com- 
munication). 

It would appear from our experience, and that of Mc- 
Geown and Montgomery (1956), that the interpretation of 


ATYPICAL MULTIPLE MYELOMATOSIS 1527 


4 6 


=-_- 


urinary phosphate excretions can be difficult. They are not 
necessarily an index of parathyroid activity, even in the 
apparently uncomplicated case. 

The presence of anaemia did not influence the diagnosis. 
It occurs in most patients suffering from myelomatosis, but 
in primary hyperparathyroidism, fibrosis and cyst formation 
may also be associated with anaemia and leucopenia. 

Post-operatively, protein (80 mg. per 100 ml.) appeared in 
the urine, but the heat test for Bence Jones protein was 
negative. The proteinuria was transient. A 24-hour urine 
specimen collected 10 days after operation was examined 
for protein concentration with a view to investigation of its 
electrophoretic mobilitv, but it contained less than 10 mg. ot 
protein per 100 ml 

The biochemical estimations illustrate the manner in 
which multiple myelomatosis may occasionally simulate 
hyperparathyroidism. The examination of a sternal-marrow 
aspirate might have revealed the true diagnosis, and this 
investigation should be made if a diagnosis of multiple 
myelomatosis is at all likely. 


Summary 
A case of multiple myelomatosis is reported, present- 
ing many of the features of hyperparathyroidism. The 
absence of serum protein changes and proteinuria led to 
an erroneous diagnosis of parathyroid adenoma. A 
possible diagnosis of bony metastases from a carcinoma 
of the thyroid had also to be considered. 


Our thanks are due to Mr. R. Vaughan Hudson for permis- 
sion to publish this case and to Professor Sir Charles Dodds for 
his interest. We are also grateful to Dr. Freda K. Herbert and 
Messrs. J. and A. Churchill Ltd. for permission to publish 
Figs. 1 and 2 and to the Bland-Sutton Institute of Pathology 
for the haematological investigations. 
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PROPANTHELINE BROMIDE IN 
PRIMARY DYSMENORRHOEA 


BY 


T. G. E. WHITE, M.D., M.R.C.O.G. 
Senior Registrar, Mayday Hospital, Croydon 
Primary dysmenorrhoea is such a common condition 
and causes such invalidism that any treatment which 
promises relief to even some patients deserves investiga- 
tion. Secondary dysmenorrhoea due to disease of the 
pelvic organs does not come within the scope of this 
investigation. In investigating any form of treatment it 
is essential that the effects of suggestion should be 
eliminated so far as possible by giving dummy tablets to 

alternate patients in a control series. 

A trial of propantheline bromide (“ pro-banthine *) 
was made on these lines. Methanthelinium, then propan- 
theline, were introduced as anticholinergic drugs for 
treatment of various conditions in which ‘spasm was 
believed to play a part. Propantheline bromide is used 
extensively in the treatment of gastric and duodenal 
ulcers. It has also been used successfully for treatment 
of spasmodic conditions of the various components of 
the renal tract. It therefore seemed likely that it would 
be of value in the treatment of primary dysmenorrhoea 

Malkin (1955), in a preliminary report based on three 
cases in which methanthelinium was used, felt that the 
results justified further investigation. Ainsworth (1955) 
published a most favourable report in which propan- 
theline was used: out of 36 cases all but two obtained 
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complete relief. His cases were taken from general 
practice and included at least one patient of 32 and one 
of 37 years. Propantheline bromide has fewer side- 
effects than methanthelinium, but is otherwise similar 


Clinical Trial 

Before beginning the trial with a control series it was 
decided to try propantheline bromide in the dosage recom- 
mended by Ainsworth so that any side-effects, contra- 
indications, or indications for varying the dosage might be 
discovered. It is the result of this preliminary trial that is 
reported here. 

Dosage.—The routine described by Ainsworth was fol- 
lowed. This consisted of 45 mg. on the night before the 
period began. The following day one tablet of 15 mg. was 
taken at intervals of four hours, with a further 30 mg. at 
night. Some patients were unable to predict which was 
the night before the period ; these patients spread out the 
initial dose over the first twelve hours if they were at work, 
or took 45 mg. as the initial dose if at home. 

The ages of the 30 patients were between i5 and 29 
years. All were unmarried, and, so far as was known, none 
had been pregnant. 

Previous Treatment.—Analgesics: All the patients had 
been treated with a variety of drugs with varying degrees 
of relief. Suppression of ovulation: Three patients had 
been treated by suppression of ovulation by the administra- 
tion of oestrogen in various forms. All three had obtained 
relief from treatment until it had been stopped owing to 
reluctance to continue hormone therapy indefinitely in young 
women. Dilatation of the cervix: Four patients had under- 
gone the operation of dilatation of the cervix without per- 
manent relief. 


Results 


Ihe results are very disappointing. No patient obtained 
complete relief. Few of the patients admitted to experien- 
cing any diminution of the pain. Most of them complained 
of some dryness of the mouth, but this was not so un- 
pleasant as to prevent them from using the tablets during 
two or three consecutive periods. After a trial for two 
or three periods none of the patients wished to continue 
the use of propantheline for the relief of her dysmenor- 
rhoea. A few patients agreed to try a larger dosage, but 
had to stop taking the tablets on the first day owing to the 
unpleasant side-effects. One patient obtained relief from 
pain by taking four 15-mg. tablets the night before the 
period began, and two 15-mg. tablets every three hours on 
the first day of the period. This dosage produced so much 
dryness of the mouth, with inability to keep her eyes 
focused on her typing, that she was unable to do any 
work. Several patients complained of constipation with 
marked dyschezia. 

Subsequent Treatment.—Two patients were treated by 
dilatation of the cervix, and this gave relief for at least the 
two subsequent periods. Five patients obtained relief from 
pain by the use of oestrogen to suppress ovulation. One 
of the five had previously obtained relief from this form of 
treatment. The remaining patients returned to the use of 
common analgesics. 

In view of the failure of propantheline bromide to relieve 
dysmenorrhoea in these patients the trial as planned with a 
control series and dummy tablets was not carried out. 


Conclusion 


The conclusion is that propantheline bromide is of no 
value in the treatment of primary dysmenorrhoea 


My thanks are due to Mr. A. F. Clift and Mr. J. C. Miller 
for permission to treat their patients, and to Messrs. Searle for 
generous supplies of pro-banthine and for help with the 
literature. 
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Medical Memoranda 


Acute Systemic Reaction to Acetarsol 


Acetarsol (3-acetylamino-4-hydroxyphenylarsonic acid) in 
pessary form is commonly used in the treatment of vaginitis 
due to Trichomonas vaginalis and Candida albicans infec- 
tions. On occasion these pessaries have caused local 
skin reactions, affecting the vulva and inner aspects of the 
thighs and presenting as a contact dermatitis, the condition 
clearing up on stopping treatment. More severe reactions 
affecting the skin have been described. Peck (1954) reported 
a case of generalized maculo-papular eruption following 
four weeks’ treatment of a vaginal discharge, two 4-gr. 
(220-mg.) acetarsol pessaries having been inserted nightly. 
This skin reaction deteriorated in spite of antihistamine pre- 
parations, and an acute exfoliative dermatitis developed. 
Campbell (1937), Orchard (1951), and Long (1937) have 
described somewhat similar skin reactions 

More severe systemic reactions affecting other organs have 
rarely occurred, although Crosswell (1951) described a case 
of angioneurotic oedema and jaundice after treatment with 
acetarsol pessaries. In the following case a widespread 
systemic reaction followed the use of acetarsol pessaries 


Case HISTORY 


A woman aged 23 was admitted to hospital in a state 
of collapse, mentally confused, and complaining of severe 
abdominal pain. She gave a history of seven days’ dura- 
tion, beginning with vague symptoms of anorexia, some 
nausea, and general debility. Two days later she developed 
a headache and generalized aches and pains, which per- 
sisted, to be followed in a further two days by vomiting. 
and simultaneously a rash appeared on the arms ; the next 
day this became generalized and was described as rubella 
by her doctor. The vomiting persisted, and was said to 
contain a brownish material. A slight rectal and vaginal 
discharge of a brownish colour was also present. On the 
day before admission she complained that her arms and legs 
were cold at times. She was reported to have been men- 
tally confused, For three weeks before admission she had 
been treating a vaginal discharge with acetarsol, inserting 
two 4-gr. (220-mg.) pessaries night and morning, as directed. 

She had had two mild attacks of jaundice as a child; the 
latter of these she remembers as being a very mild illness 
keeping her from school for one week. She has one child, 
a boy of 14 months ; pregnancy and labour were normal. 

The patient, a well-nourished woman, was admitted in 
a moribund condition. Her hands and feet were cold and 
cyanosed and her arms and legs were tense, swollen, and 
erythematous. The redness of the skin of the limbs con- 
trasted vividly with the deep cyanosis of the hands and 
feet. A diffuse purpuric type of rash was present on the 
trunk. The abdomen was tender all over, with marked 
guarding below the umbilicus. The tongwe was dry and 
coated. The respirations were shallow and rapid, but no 
abnormal signs were present in the chest. The radial pulse 
was not palpable, and the blood pressure could not be 
recorded. The heart sounds were soft and rapid but 
regular. No abnormal signs were found in the nervous 
system, but the patient was dull, lethargic, and unable to 
remember exactly the course of her illness. 

These findings were compatible with a severe state of 
shock associated with suprarenal failure, and accordingly 
she was given 200 mg. of cortisone orally and 5 min. (0.3 ml.) 
of adrenaline hourly for three hours. The cortisone was 
continued over a period of six days in doses of 200, 150, 100. 
75, 50, and 25 mg. respectively. Intravenous fluids were 
given for three days, the choice of fluid being according to 
the serum electrolytes. On the fourth day the patient was 
able to retain fluid by mouth, and on the fifth day she had 
some light food. A high-protein, high-carbohvdrate, low- 
fat diet was given, supplemented by vitamins, methionine 
25 mg. daily, and iron orally. This diet was maintained 
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during her stay in hospital. A urinary infection occurred 
on the seventh day after admission, the causal organism 
being E. coli. This was treated with chloramphenicol, but 
the drug had to be discontinued within two days because of 
persistent vomiting, and the infection cleared up with 
alkaline diuretics, 

As the state of collapse improved the blood pressure 
became recordable eight hours after admission, and the skin 
showed definite types of rash. Urticaria was present on the 
tense swollen limbs, and there was a purpuric reaction of 
the trunk. On the second day after admission jaundice 
became apparent clinically, and this remained until two 
weeks before the patient was discharged from hospital. The 
serum bilirubin rose from 6.1 mg. per 100 ml. on the day 
after admission to 15.9 mg. per 100 ml. four weeks after 
admission, thereafter gradually returning to normal (see 
Chart). There was some renal damage, and the urine during 
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Chart showing the haemoglobin, serum bilirubin, and thymol 
turbidity. 


the first seven days contained albumin and tubular casts. 
The blood urea was 152 mg. per 100 ml. on the day after 
admission, and it returned to normal three weeks later. The 
mental dullness and, at times, confusion persisted for about 
two weeks. 

The urine was tested on the day after admission, and an 
ordinary specimen was found to contain 0.07 mg. of arsenic 
per 100 ml, whereas a catheter specimen contained less than 
0.005 mg. per 100 ml. 

During the first week the urine was examined for Lepto- 
spira icterohaemorrhagiae with negative results; subse- 
quently blood agglutinations were carried out, and these 
also proved negative. 

The patient made steady progress and was discharged on 
full diet. The liver-function tests were normal, the blood 
picture was satisfactory, and the test for 17-ketosteroids 
was within normal limits. 

The biochemical results (see Chart) indicate (a) an initial 
haemoconcentration, followed by a gross anaemia, which 
slowly but completely recovered ; and (h\ serum bilirubin 
and thymol turbidity indicative of a congested liver, the 
congestion persisting and even worsening during the first 
four weeks, thereafter returning to normal. 


COMMENT 


The diagnostic problem in this case was the nature of the 
widespread reaction. Clinical conditions, somewhat similar 
to the one described here, have not infrequently been en- 
countered during the administration of arsenical compounds, 
both trivalent and pentavalenj, orally and parenterally. 

The generalized skin reactions occurring during treatment 
with acetarsol pessaries are indicative of absorption from 
the vagina. In this case the skin, mucous membranes, liver, 
and kidneys were all involved in an anaphylactoid reaction. 


MEDICAL MEMORANDA 


Although no case of iis kind has been recorded in the 
literature, one can at least compare this severe reaction to a 
substance which can be absorbed from the vaginal epi- 
thelium into the blood stream, with a similar reaction to 
this substance when administered by injection or taken 
orally. 

I wish to thank Dr. R. W. Tannahill, consultant in infectious 
diseases, for his help in preparing this paper, and for his per- 
mission to publish the case. 

A. Wuite, L.R.C.P., L.R.C.S., L.R.F.P.S.Ed., 

Waltham Abbey, Essex. Resident Medical Officer, Honey Lane Hospita! 
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Rare Complication of Phenytoin Sodium Treatment 


The treatment of major epilepsy with phenytoin sodium is 
now well established and has proved efficacious in many 
cases. The toxic effects so far described in the compara- 
tively voluminous literature include “ dizziness, nausea, and 
skin rashes. Other reactions include tremors, fever, vomiting, 
blurring of vision, ataxia, mental confusion and hallucina- 
tions ” (Martindale, 1952). The two cases described here 
are of clinical interest, as each exhibited a transient hemi- 
plegia which disappeared on withdrawal of the drug. F. 
MacDonald (1956, personal communication) says that such 
a complication has hitherto been unknown, and case histories 
may be of interest in view of the dramatic incidence of the 
condition observed in our patients. 


Case REPORTS 

Case 1.—The patient was an imbecile aged 19 who was 
irritable, violent, and uncontrollable, with a liability to 
recurrent status epilepticus. He received phenytoin sodium 
(“ epanutin™), 14 gr. (0.1 g.) twice daily, for six months, 
during which time the incidence of seizures was considerably 
reduced. On April 14, 1939, he had an apparent cerebral 
“ catastrophe ” with the following signs: temperature 102 
F. (38 9° C.), crossed hemiplegia with left facial paresis, left 
pupil dilated, increased knee- and ankle-jerks on right side, 
and extensor plantar response on the same side, B.P. 138/76. 
He had complete loss of power and movement on the right 
side. He did not exhibit confusion or any other psychi- 
atric symptoms. The drug was immediately withdrawn, after 
which complete recovery occurred within a period of 24 to 36 
hours. 

Case 2.—A feeble-minded man aged 20 who had occasional 
major fits had had phenytoin sodium treatment since 1953, 
receiving 14 gr. (0.1 g.) twice daily. On September 15, 1956, 
he was noted as “confused” and complained of feeling 
unwell. The following day he developed a total left-sided 
hemiplegia with complete loss of power, increased knee- and 
ankle-jerks, extensor plantar response, and a mild facial 
paresis of the same side. Both pupils were equal and reacted 
to light and accommodation. B.P. 130/70. The drug was 
immediately stopped, and in the late evening of the same day 
some improvement was observed. Twenty-four hours later 
some confusion persisted, but he had made a complete physi- 
cal recovery, with a total absence of neurological signs. 
After a further 24 hours he was in his usual mental 
condition, although he had two major seizures during this 
period, 

COMMENT 

The value of recording these cases is obvious, especially 
as phenytoin sodium has been found valuable in the treat- 
ment of major epilepsy both in hospital and in general 
practice. We would suggest that in all cases with similar 
neurological involvement immediate withdrawal of the drug 
may avoid serious physical or psychiatric consequences. 

J. V. Morris, M.D., 
E. Fiscner. Ph.D., L.R.C.P.&S.1., D.P.M., 
J. T. Berain, M.B., B.Ch., B.A.O., 


Little Plumstead Hospital, Norwich 


REFERENCE 


Martindale (1952) The Extra Pharmacopoeia, 1, 84° 


850) 
| = 
, 
2 
| 
| 
| 
| 
2 
— 


1530 Dec. 29, 1956 REVIEWS 


Reviews 


MEDICAL RESEARCH 


Medical Research 1 Midcentury Survey Volume I. 
American Medical Research In Principle and Practice. 
Volun Il Unsolved Clinical Problems In Biological 
Perspective. (Vol. I—pp 765+xxxii; Vol. Il—pp. 740+ 
xxxn. £5 Ss. the two volumes.) Boston and Toronto: Little, 
Brown and Company. London: J. and A. Churchill Ltd. 
This work by the American Foundation, founded by 
Edward Bok in 1924, is an extremely ambitious one; 
Volume I surveys the approach to, and facilities for. 
medicai research in the United States; while Volume Il 
considers unsolved clinical problems, taking nine subjects 
as examples. I must confess that | approached this work 
with apprehension, for the cover informed me: “ That all 
medical problems are problems of protoplasm was long 
pointed out by plant and anima! physiologists”; and the 
introduction told me that: “ The study of current trends in 
basic research that has bearing on medical progress was a 
natural consequence of the American Foundation’s earlier 
study, analysing observations of 2,200 medical educators 
and practitioners on the status of medical education and 
medical practice.” I expected tedium, but I was delighted 
to find a well-informed, thoughtful, and eminently readable 
work. 

Volume I deals with the strategy of medical research 
The first part discusses the growing dependence of medical 
research on chemistry, physics, mathematics, and other 
biological sciences. The reader who wishes to inform him- 
self on what is “ cybernetics ” and what contribution it can 
make to medical science will here find in six pages a well 
balanced outline; so, too, for the contributions made by. 
and the possible applications of, atomic physics. The 
second part deals with the general principles regarding the 
support of research. An excellent section is devoted to the 
relative merits of planned and unplanned research. To quote 
from the case for unplanned research : “ No one, Bronk 
pointed out, directed Newton to discover the laws of gravi- 
tation or organized Faraday’s discoveries in electricity, or 
instructed Niels Bohr to pave the way for atomic energy. 
You cannot hope, Bronk implied, to direct the course of an 
explorer through unexplored territory.” From the case 
for group research : “ Since, Green observed, the individual 
investigator just cannot cope with the volume of experi- 
mentation, of trial-and-error search needed to find the 
necessary clues, it is not a question of whether group re- 
search is necessary in experimental science, but rather what 
kind of group research works best.” Finally, a piece of 
advice for administrators : “ Alan Gregg once pointed out, 
‘No donor of funds to a single research project can honestly 
be promised a discovery. But if he will continue giving 
money to well-chosen workers who have sensible “ leads.” 
experience shows that sooner or later he will be rewarded.’ ” 

The third section deals with research agencies in the 
United States. The most surprising feature is the poverty 
of the average independent medical school in the wealthiest 
country of the world, unfortunately due to a failure to find 
a formula by which the State can support without control- 
ling them. Perhaps it was not an accident that since this 
report was written the Ford Foundation decided to grant 
500 million dollars to American medical schools and related 
institutions, The fourth section deals with “ clearing results 
and controlling products of medical research,” including 
the consideration of scientific literature and the problems 
of standardization. 

Volume I] contains nine excellent reviews on subjects 
that are of great clinical importance and to which solutions 
have not yet been found: cancer, infertility, arterio- 
sclerosis, hypertension, the rheumatic syndromes, tuber- 
culosis, the nature of viruses and of virus diseases, alco- 
holism, and the biology of schizophrenia. The three of 


these that were read were excellent reviews of these 
problems as they existed at the time of writing. 

Volume I is a helpful storehouse of information and 
useful quotations to anyone who is concerned with the 
strategy of medical research, and will help to orientate 
those who are not. It should be in the libraries of insti- 
tutions that consider medical research one of their primary 
duties: it is, so far as I know, unique. Volume II has the 
assets and liabilities of a volume of essays on topics of 
current research interest, but it is well done and will stimu- 
late new ideas and new work in many to whom Volume I 


ltogether too philosophical. = 
P G. W. PICKERING. 


PRINCIPLES OF EMBRYOLOGY 
Principles of Embryology. By C. H. Waddington, Sc.D., 
F.R.S. (Pp. 510+x; illustrated, 45s.) London: George 
Allen and Urwin Ltd. 1956. 

This book sets out to be, and is, an authoritative account 
of developmental processes seen against the background of 
biology The author presents a picture of experimental 
embryology in the light of progress made by causal analysis 
during the past quarter of a century. The book is written 
primarily for those students who have already a consider- 
able knowledge of embryology, and for research investi- 
gators in genetics or experimental zoology. The first 14 
chapters are concerned with facts of development. The 
earlier chapters in this section deal with sexual reproduc- 
tion, fertilization, and cleavage as general topics, and the 
later chapters with the embryology of echinoderms, insects, 
molluscs, amphibians, and birds. The development of the 
mammals is dealt with in a rather more cursory manner 
than one would have expected in a book of this calibre. 
To state (p. 237) that “the mesoderm is formed from the 
outer surface of the inner cell mass” is, to say the least, 
vague and is in fact inaccurate. I realize that the book is 
mainly concerned with the experimental approach to embryo- 
logy and that relatively little experimental work has been 
carried out in the mammals. Nevertheless, more accurate 
descriptions should be given to the non-mammalian embryo- 
logist. The second part of the book is concerned with the 
fundamental mechanism of development, and deals with 
“The Role of Genes in the Genetic System.” “ The 
Activation of the Genes by the Cytoplasm,” “The Syn- 
thesis of New Substances,” “ Plasmagenes,” “ Differentiating 
System,” and “Individuations™”; there is an extensive 
bibliography. This book can be recommended without 
reservation as an excellent review and analysis to all who 
are interested in experimental embryology. Professor 
Waddington is to be congratulated on producing such an 
instructive work, and by so doing he has put all embryo- 


logists in his debt. 
W. J. HAMILTON. 


CLINICAL PAEDIATRICS 


Diseases in Infancy and Childhood, By Richard W. B. Ellis, 

O.B.E., M.A., M.D., F.R.C.P. Second edition. (Pp. 710+ 

vii; illustrated. SOs.) Edinburgh and London: E. and S. 

Livingstone Ltd. 1956. 
The new edition of this popular textbook has been en- 
larged by about 20 pages and some 40 additional illustra- 
tions; there are also a number of coloured plates— 
illustrating, for example, retrolental fibroplasia, icterus 
gravis, kwashiorkor—which are mostly of high standard. 
There are no particular changes in the plan of the volume, 
which is designed not as an inclusive work of reference but 
rather as “an introduction to clinical paediatrics for those 
who are already tamiliar with the natural history of disease 
processes in adult life.” The subject-matter has been care- 
fully revised and brought thoroughly up to date, and the 
bibliographical’ references are well chosen. The index is 
now more comprehensive, The further success of this book 
is assured and will be well deserved. 

NorMAN B. Capon. 
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NO REST FOR THE FEVERISH 

The campaign against excessive bed-rest has been 
waged for some years.’ Recent recruits to this thera- 
peutic fashion have, unlike late-comers to the feast, 
audibly announced their arrival, so that those doctors 
who have for a professional lifetime given their 
patients the benefit of this therapeutic common sense 
now find their wise practice fortified by statistical 
analysis. Retreat in sickness, whether physical or 
mental, was the sovereign prescription of the 
Victorian physician. Winter in Mediterranean sun 
or a few months (or years) in bed was the only alter- 
native to the provision of bromide, valerian, arsenic, 
and strychnine. The easy victims of these false 
doctrines were, it should be noted, either the indepen- 
dent, who did not have to make a living, or the 
dependent, whose bread was earned for them. The 
workers died with their boots on. Bed was not only 
a place of retreat but also the place of dominion. 
The mastery of existence established by Victorian 
invalids was sufficiently shown in the lives of Charles 
Darwin’ and his children* and in the astonishing 
record of Florence Nightingale.* It is to be feared 
that the domination of the child invalid, though it 
has necessarily gone unchronicled, was no _ less 
complete. 

Credit for the revolt against rest must be given to 
many factors : the social revolution which has made 
work a necessity for nearly all men and women ; the 
improvement in diagnostic and therapeutic measures ; 
the better understanding of unconscious motivation ; 
and a more rational approach to the manifestations 
of disease. So many children in the nineteenth and 
in the early years of the twentieth centuries had been 
condemned to bed for long periods on the discovery 
of a systolic murmur or on the recognition of a 
tachycardia that it was for children that the advan- 
tages of bed-rest were first questioned. Doctors 
agreed that it was reasonable to rest an inflamed 
heart, but what proof was there that rest had any 
influence on the cure of rheumatic fever? Again, 
i Asher, R. A. J., British Medical Journal, 1947, 2, 967 
* Hubble, D., Lancet, 1943, 1, 129. 
® Raverat, Gwen, Period Piece, 1952, London 


* Woodham-Smith, € ecil, The Life of Florence Nightingale, 1950, London 
§ Gibson, J. P., J. Pediat., 1956, 49, 256 


NO REST FOR THE FEVERISH Barrisn 1531 


MEDICAL JOURNAL 


acute nephritis by keeping the child in bed, but did 
rest influence the haematuria that succeeded the acute 
illness ? The battle for activity was waged on many 
fronts and in many specialties, so that there is now 
no rest for the aged, little for the parturient woman, 
and but a brief respite for those emerging from 
surgical tribulation. Only the wicked, who may have 
no feelings of guilt, can now be happily at rest. 

It might be thought that the battle against the 
horizontal, the struggle for activity, had already been 
won, but Dr. J. P. Gibson, of Abilene, Texas, a 
* progressive mid-western city of 60,000 population,” 
has recently reported’ his attack on the ultimate 
citadel—bed-rest for the feverish child in the home. 
The mothers of 1,082 children who developed a 
feverish illness in a two-year period were asked, 
*“ How is your child about staying in bed three days 
while he is ill, will he or won’t he ?” When a tem- 
perature was reported at 4.30 p.m.—a “convenient 
time to hold a ‘ telephone session’ at the end of the 
office-day "—the lazy kids were enjoined to stay in 
bed for three days and the kinetic lambs were allowed 
to run about. If any goat had, lamb-fashion, gam- 
bolled around before his three days were up he was 
thereupon excluded from the trial; by this tardy 
repentance he was not admitted to salvation. 
Remedies “ A” and/or “B” were given to 80% of 
the children in each group. The temperatures of 
nearly all the children in each group had reached 
normal by the sixth day. The kids suffering from 
acute bronchitis fared a little better than the lambs— 
for thirty-six out of thirty-nine kids achieved normal 
temperatures by the fourth day while five unhappy 
lambs out of twenty-six had to wait longer for their 
defervescence. Honours were then remarkably even, 
and doctors, parents, and children have now scientific 
justification for following their temperamental inclina- 
tions. Nothing is said in this investigation of infec- 
tion among the siblings, but this may present no 
epidemiological problem in fortunate Abilene. 


TREATMENT OF PULMONARY OEDEMA 


Pulmonary oedema may occur in mitral stenosis, 
acute left ventricular failure due to hypertension or 
myocardial infarction, acute pulmonary infections, 
and inhalation of irritant gases. A. A. Luisada and 
L. Cardi' consider that it is not uncommon in 
pulmonary heart disease also. Complex mechanisms 
take part in its aetiology, but it is generally agreed 
that important factors are an increase in pulmonary 
venous and capillary pressure above that of the 
plasma proteins, so that transudation occurs from the 
capillaries into the alveoli ; increased permeability of 
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the capillaries, such as may occur with anoxia, in- 
creased pulmonary blood flow, and toxic substances ; 
and decreased osmotic pressure of the blood.’ Pul- 
monary oedema may result from cerebral disorders, 
and “neurogenic” oedema has been produced in 
animals by the injection of fibrinogen and thrombin 
into the cisterna magna by G. R. Cameron.’ Divi- 
sion of the vagi reduced or prevented the oedema, 
and it was concluded that it might be produced by a 
disturbance in intracranial pressure. 

Although the characteristic dyspnoea and expectora- 
tion of frothy sputum are constantly present in all 
types of severe pulmonary oedema, the pulse and 
blood pressure may differ. In cases of severe 
coronary occlusion, pulmonary embolism, and severe 
obstructive valvular lesions (such as tight mitral or 
aortic stenosis), the pulse tends to be rapid and small, 
and the blood pressure low, while in cases of hyper- 
tensive left ventricular failure the pulse tends to be 
full and bounding and the systemic blood pressure 
raised. These differences may have an important 
bearing on therapy.' Pulmonary oedema may be 
treated by physical measures and by drugs. The 
former consist in the administration of oxygen and 
venesection. Since hypoxia ts always present, oxygen 
is helpful, but its effects are not necessarily dramatic. 
Positive-pressure respiration has been advocated on 
the grounds that the increased pressure in the 
broncho-alveolar system counteracts the high pul- 
monary capillary pressure and decreases transuda- 
tion.” * It also tends to reduce venous return to the 
heart. Oxygen is best administered in 100% concen- 
tration, passing it through a humidifier to prevent 
dryness of the bronchial mucosa. As this concentra- 
tion is irritant, it is given intermittently for short 
periods. Venesection is often beneficial. The trap- 
ping of blood in the limbs by the application of 
tourniquets is simpler and equally effective, though 
the consequent reduction in venous return may be 
undesirable in a patient with severe shock. 
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OF PUL 


MONARY OEDEMA 


Recently anti-foaming agents have been advo- 
cated ; they reduce the surface tension of the oedema 
fluid in the alveoli, and prevent the formation of foam 
so that the fluid occupies a much smaller volume. 
Ether and various long-chain alcohols have been used 
and success- 


in experimental pulmonary oedema, 
ful results in treating cases of pulmonary oedema with 
them have been reported.’ *> Oxygen may be bubbled 
through a 20-30% solution of alcohol and admin- 
istered via a face mask, or a 95%, solution given with 
a nasal catheter. Inhalation of alcohol is alternated 
with rest periods, during which the patient breathes 
air, to prevent intoxication. 

Of drugs given for the treatment of acute pul- 
monary oedema, morphine is an old and well-tried 
stand-by, and often gives dramatic relief, though its 
action is not precisely known. Depression of the 
respiratory centre, relief of anxiety, and interruption 
of harmful reflexes from the lungs tending to per- 
petuate dyspnoea seem to be inadequate reasons for 
the relief it often gives. Its effect on the pulmonary 
circulation is inconstant; the pulmonary arterial 
pressure may either rise or fall after therapeutic 
doses.” The tendency for it to cause vomiting, 
however, is a disadvantage, and it is contraindicated 
in chronic lung disease or bronchial asthma. For 
example, depression of the respiratory centre may be 
lethal in kyphoscoliotic heart disease,'’ chronic cor 
pulmonale, and certain cases of pulmonary embolism 
and cerebral disease. Nevertheless, morphine remains 
one of the most important drugs in the treatment of 
pulmonary oedema. Aminophylline is also widely used 
and is frequently effective when given intravenously. 
It stimulates ventricular contraction'' and causes 
coronary and peripheral vasodilatation. It is also a 
bronchodilator and a weak diuretic. Its main dis- 
advantage in pulmonary oedema is stimulation of the 
respiratory centre, which may be marked if the drug 
is given too rapidly, though few clinicians would 
agree with A. A. Luisada and L. Cardi’ that amino- 
phylline is therefore contraindicated. Care should 
also be taken to give the injection slowly in cases of 
acute cardiac infarction, since sudden overstimulation 
of the damaged myocardium may cause death.’* The 
bronchodilator and respiratory-stimulant actions of 
aminophylline make it a particularly valuable drug 
when asthmatic bronchitis is present in addition to left 
heart failure. Mercurial diuretics are of little value 
in the acute attack, because of the time required to 
produce a diuresis, but they are of undoubted bene- 
fit in preventing attacks. 

Digitalis is often given, but is most beneficial when 
the patient has rapid auricular fibrillation. When 
injected intravenously in full doses (1-1.5 mg. 
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digoxin) the peripheral pressor action may be con- 
siderable, and may even exacerbate left ventricular 
failure due to hypertension.'* This pressor action 
would be of value in cases with hypotension, but it is 
unwise to administer the drug intravenously immedi- 
ately after cardiac infarction, since the myocardium, 
made irritable by hypoxia, may respond by develop- 
ing ventricular tachycardia or fibrillation. Digitalis is 
therefore best administered orally in cases of acute 
pulmonary oedema and in recent infarction, when it 
may be combined with prophylactic doses of quini- 
dine or procaine amide to reduce the risk of ventric- 
ular arrhythmia. 

Recently ganglion-blocking agents have been given 
in the treatment of acute pulmonary oedema. In 
hypertensive left ventricular failure reduction of blood 
pressure by hexamethonium gives great relief, pre- 
sumably by lowering peripheral resistance and 
relieving the left ventricle.'* Opinion is still divided 
about the effect of hexamethonium on the cardiac out- 
put and pulmonary circulation. Some workers have 
reported a fall in output,’® others variable effects,’® 
and others no change"* or an increase.'* There is little 
doubt that ganglion-blocking agents can lower the 
pulmonary arterial pressure,'’-'* but there is still no 
firm agreement on how they do it. M. H. Ellestad 
and W. H. Olson*® obtained good results with these 
drugs in 19 out of 22 episodes of acute pulmonary 
oedema in 19 patients. Most of these patients had 
hypertensive or atherosclerotic heart disease and were 
hypertensive at the time of the attack, but patients 
with normal blood pressures also responded well. 

Certain precautions have to be taken before 
administering ganglion-blocking agents to acutely ill 
patients ; while they are likely to be of benefit when 
the blood pressure is raised or normal, they are 
probably contraindicated for patients with a low 
pressure and peripheral circulatory failure. More- 
over, in patients with severe obstructive cardiac 
lesions who cannot increase their cardiac output and 
are dependent upon intense peripheral vasoconstric- 
tion to maintain their venous return, reduction in 
systemic blood pressure and peripheral vasodilatation 
might result in a disastrous fall in central venous 
filling pressure. Thus some patients with mitral 
stenosis and pulmonary oedema might benefit on 
methonium,'® but the drug might be dangerous for 
those with very tight stenosis and fixed cardiac output. 
When ganglion-blocking agents are given for acute 
pulmonary oedema they should be administered 
slowly in small doses, careful attention being paid to 
the blood pressure the while, for patients in acute 
heart failure may be very sensitive to the drug. In 
the present state of knowledge ganglion-blocking 


TREATMENT OF PULMONARY OEDEMA Barrise 1533 


Mepicat JOURNAL 


agents should probably be reserved for cases of acute 
hypertensive left ventricular failure, for which they 
are specific and are the treatment of choice. In other 
cases the well-tried combination of morphine, 
oxygen, venesection, and aminophylline should be 
given, though morphine is dangerous when chronic 
pulmonary disease is present, and drugs which 
produce drastic reduction of central venous filling 
pressure are dangerous for patients with hypotension 
and peripheral circulatory failure. The use of anti- 
foaming agents by inhalation is promising and 
deserves further trial. 


DIAGNOSIS OF MALARIA 


A patient infected with falciparum malaria, but not 
receiving specific treatment, may develop pernicious 
symptoms with startling suddenness at any stage of the 
disease, and there are a number of cases on record in 
which treatment was started too late, with fatal results. 
Such tragedies are not unknown in Britain, one such 
case occurring earlier this year. Fast travel by air 
has made it more than ever imperative that doctors 
practising in this country should constantly — bear 
in mind the possibility that any person recently 
returned from the Tropics or sub-tropics who gives a 
history of high or low fever with or without headache, 
pains in the back and limbs, or gastro-intestinal disturb- 
ance may be suffering from malaria, even though the 
patient’s sojourn in an endemic area may have been 
limited to only a few hours. According to the Monthly 
Bulletin of the Ministry of Health, about 20 cases of 
malaria confirmed by blood examination are diagnosed 
in the United Kingdom each month throughout the year 
A patient's statement that during his residence in the 
malarious area he has been under drug prophylaxis can 
be very misleading. In a memorandum issued by the 
Colonial Medical Research Committee in 1954 it was 
recommended that drug prophylaxis should be con- 
tinued for at least one month after leaving an endemic 
area. ‘This recommendation, however, is commonly 
neglected, and the drug is often discontinued shortly 
before or immediately after leaving the country. In such 
circumstances a person bitten by an infective mosquito 
a few days before leaving a malarious country may 
develop malaria at a variable interval after arriving in 
this country. Too often the case is at first mistaken 
for one of influenza or other virus disease, or perhaps 
for amoebic hepatitis or food-poisoning. 

Difficulty in diagnosis is most likely to occur with 
falciparum infections. In the first place, the clinical 
picture in this form of the disease is often ill-defined 
and may simulate the early stages of a number of other 
disorders. The impression that malaria is necessarily 
attended by rigors is still widely held, but in point of 
fact rigors are unusual during an attack of falciparum 
malaria : if they do occur it is usually a danger signal, 
indicating the presence in the peripheral blood of devei- 
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oping forms of the parasite. Secondly, in the early 
stage of a primary attack trophozoites of Plasmodium 
falciparum may be difficult to find, for they are often 
very scarce in the peripheral blood and may be of 
minute size and extreme tenuity. In more chronic cases, 
as P. G. Shute’ pointed out in this Journal recently, the 
trophozoites may be very considerably larger. This is 
a point not generally recognized, and such forms are 
often erroneously diagnosed as P. vivax, P. ovale, or 
P. malariae. In tropical Africa P. falciparum is by far 
the most prevalent parasite, constituting in many areas 
as much as 90% of all species present in the peripheral 
blood. Yet laboratory returns published by the Ministry 
of Health show that 50% of the blood smears in which 
malaria parasites are recorded in this country are diag- 
nosed as P. vivax. The great majority of these smears 
are taken from persons recently returned from tropical 
Africa. More than 10% of blood smears diagnosed as 
P. vivax and sent to the Malaria Reference | aboratory 
at Horton for confirmation turn out to be P. falciparum. 
The various points on which a correct laboratory diag- 
nosis is based are given in detail in Mr. Shute’s letter. 
Delay in the treatment of malaria caused by P. vivax 
or P. malariae may not be of any great moment (except 
for inconvenience to the patient), but failure to recognize 
malaria caused by P. falciparum may well be disastrous. 


THERAPEUTIC PNEUMOPERITONEUM 


Before the discovery of effective antituberculous drugs 
and the development of surgical resection, the treatment 
of pulmonary tuberculosis consisted essentially in bed rest 
and some form of collapse therapy. Although collapse 
therapy is far less used in Britain than previously, there 
still remain some indications for it in conjunction with 
drug therapy. Of the various methods of producing 
collapse the most generally useful and the safest is 
pneumoperitoncum, though even this is not without 
risk The serious complications are air embolism, 
surgical emphysema of the anterior abdominal wall, 
mediastinal emphysema, spontaneous pneumothorax, 
and perforation of a viscus.' Of these, air embolism is 
the most dramatic and the cause of the majority of 
deaths which occur as a direct complication of treatment. 

Physicians inducing therapeutic pneumoperitoneum 
will find much helpful information in an admirable 
article by D. Burman, writing from Singapore. He 
reports six cases of air embolism encountered in the 
practice of his hospital during the year ending October 
31, 1953, there having been 926 inductions of pneumo- 
peritoneum and 53,534 refills during the same period ; 
he also reviews 47 other cases published in the literature. 
The risk of air embolism occurring during an induction 
is at least 10 times as great as during a refill. The risk 
in induction is about | in 1,000 or higher, that in a refill 
1 in 10,000 or lower. However, if a patient is main- 
tained with a pneumoperitoneum for three years he is 
likely to have approximately 100 refills, so that about 1% 
of patients may be expected to suffer from air embolism 
in the course of treatment. This agrees well with such 
published evidence as is available, for 17 cases of air 
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embolism occurred among 2,359 patients, an incidence 
of 1 in 136. This can hardly be regarded as a negligible 
risk, since the fatality rate of air embolism is about 
40%. 

Various factors influence the chance of air embolism 
occurring. Most authors have emphasized the 
inexperience of the physician as a major factor, and 
Burman himself records that in only one of his six cases 
was the operator's experience of pneumoperitoneum 
greater than one year. The Maxwell pneumothorax 
apparatus seems to be more hazardous than the see-saw 
type of Lillingston-Pearson apparatus, apparently 
because of the high pressures which can readily develop 
in the Maxwell apparatus. A Saugman needle is pro- 
bably safer than a needle with a lateral aperture (such 
as the Morland needle), chiefly because a stylet can be 
passed through it before air is introduced. The site of 
insertion of the pneumoperitoneum needle is also of 
importance, for the right lobe of the liver has been 
punctured several times, and on the left side an 
abnormally large left lobe of the liver has been 
punctured on three reported occasions. In general the 
best site to use is the lateral border of the rectus abdo- 
minis muscle on the left side at the level of the 
umbilicus ; the needle should never be inserted blindly 
but only after careful palpation of the site to ensure that 
nv solid viscus—for example, a gravid uterus—is in its 
path. Throughout the period when air is being injected 
its flow should be stopped periodically to ensure that the 
manometer records an immediate fall in pressure. If 
it is suspected that air has been injected into the tissues, 
the needle should be immediately withdrawn and, most 
important, the patient should remain lying down on his 
left side for some hours. One-third of the cases of air 
embolism occur when the patient sits up or gets off 
the couch and walks away. When venous air embolism 
occurs the patient collapses into unconsciousness, often 
with a tonic fit, cessation of respiration, cyanosis, and a 
feeble or absent pulse. The air in the right ventricle 
of the heart prevents the outflow of blood into the main 
pulmonary artery and may also block the finer pul- 
monary arteries. The presence of air in the heart gives 
rise to a loud churning noise which has been called a 
“ millwheel * murmur and can sometimes be heard even 
without a stethoscope. If arterial embolism occurs 
(which is less likely to happen) air enters the cerebral 
circulation if the head is higher than the aortic arch and 
gives rise to neurological disturbances such as aphasia, 
blindness, and hemiplegia. In some cases both venous 
and arterial air embolism occur together in the same 
patient, sometimes because of an_ interatrial septal 
defect... but sometimes without any such defect, 
apparently by passage of air through the pulmonary 
circulation to the left side of the heart. 

For the treatment of air embolism, which must be 
started immediately, Burman recommends four measures. 
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The first is change of posture. The patient should be 
placed in a steep Trendelenburg position on his left side. 
This position causes air which has collected in the right 
ventricle to move away from the opening of the 
pulmonary artery and allows a limited circulation to 
proceed. The patient should remain in this position for 
some hours. In addition, an efficient airway must be 
maintained in the unconscious patient. Secondly, 
oxygen is administered. The inhalation of a high con- 
centration of oxygen promotes the rapid elimination of 
intravascular nitrogen. Burman considers that a B.L.B. 
mask is an effective apparatus to use. Oxygen should 
be given for at least two hours. Thirdly, the right side 
of the heart may be aspirated. Various methods of doing 
this have been suggested, and Burman himself favours 
blind aspiration of the right ventricle by means of a 
20-ml. syringe. The fourth measure recommended is 
artificial respiration. The fact that in death from air 
embolism respiration stops before the heart does lies 
behind the clinical use of artificial respiration. This is 
supported by experimental work on animals showing 
them to tolerate air embolism better if they are attached 
to a positive-pressure type of respirator. One comment 
on Burman’s recommendations is perhaps worth making. 
A simple positive-pressure apparatus such as the Oxford 
oxygen inflator® provides an easy way of carrying out 
artificial respiration with positive pressures and high 
concentrations of oxygen. Some may think that one of 
these machines (or some similar apparatus) should be 
present whenever pneumoperitoneum is being practised. 


SHARPENING NEEDLES 


A feature of medicine to-day is the ever-increasing 
number of injections given to patients. Thus to a 
needle-conscious population every visit to the doctor is 
all too often associated with the thought, Will it hurt ? 
Skill and experience are necessary if injections are to be 
painless, but neither can overcome the disadvantage of a 
blunt needle. The importance of this fact is apt to be 


.Submerged in considerations of the weightier problems 


of sterility. Yet in a world in which the anaesthetist’s 
mask and the physician’s misturae are almost old- 
fashioned the doctor ought to be able to claim for his 
injection that it will be painless as well as free of the 
risk of abscess formation. 

Since the introduction of the hyperdermic needle 
manufacturers have taken great care to provide needles 
which are strong, rustless, and sharp.* Unfortunately, 
economics forbid the use of a new needle every time 
an injection is made, though reports on the use of 
sterile automatic ampoule injectors which are disposable 
after use suggest that labour and possibly cost can be 
saved.’ The use of these disposable units is increasing, 
but an alternative device, the “hypospray,” which 
dispensed with needles and syringes altogether by firing 
a high velocity micro-jet through intact skin* does not 
appear to have lived up to its earlier expectations. 
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Nevertheless, the problem of resharpening needles is 
still of great importance, and in a thoroughly practical 
article F. Franz and R. M. Tovell® have discussed the 
question as it relates to a busy general hospital. Although 
the mechanical method they have adopted for sharpening 
needles may not be suitable for the individual on his 
own, it deserves to be studied for the help it may give in 
all large institutions. These authors say that the point 
of a needle must be strong and have a cutting edge 
which will make an incised opening sufficient to accom- 
modate the full thickness of the shaft of the needle with- 
out undue strain on the surrounding epidermis. Further, 
the edges of the incision must fall together on removal 
of the needle to avoid undue seepage of lymph and serum. 
These requirements are best satisfied by grinding on the 
unbevelled surface of the point as well as on the bevel 
face, so that the point has an elliptical cross-section. By 
doing this, a long tapering bevel, such as results from 
hollow grinding, is avoided and the risk of “ fish- 
hooking ” minimized. 

There is more in the art of sharpening needles than 
the turning of an emery wheel, which produces heat and 
consequently loss of temper in the steel. The best 
results are obtained with a fine-grained oilstone 
moistened with a light mineral oil. The oil prevents 
clogging of the grinding surface, hinders the production 
of rough edges, and hastens the process.'® A magnifying 
glass (x 4) is helpful in assessing progress, and ihe out- 
lay on this equipment is not excessive. The results, after 
a little practice, should amply repay the extra time spent 
in caring for these tools—a care which would normally 
be expected from any other craftsman. 


REGIONAL CANCER STATISTICS 


Any form of epidemiological research is founded on 
the adequate collection of routine statistics. We cannot 
plan investigations designed to answer specific questions 
about cancer of the lung or bladder, or about leuk- 
aemia, nor can we properly interpret the answers, 
without some knowledge of the incidence of these 
diseases in various classes of people. For many pur- 
poses mortality statistics are enough, but sometimes the 
incidence of cases is of importance, increasingly so as 
we delve deeper into the environmental variations in 
incidence. We are on safe ground, for instance, in 
using mortality figures to deduce that lung cancer occurs 
more often in the town than the country, but with 
cancer of the larynx, of which the patient is more 
often cured, we cannot place the same confidence in 
them. 

There are not yet any national statistics giving the 
incidence of cancer for the whole country. The seem- 
ingly slow progress of the Registrar-General’s cancer 
registration scheme’ since it began in 1948 has been 
commented on in these columns.? By 1955 registration 
was still only 55% complete over the whole of England 
and Wales—though even this figure provided the largest 
number of cases of cancer in the world registered on a 
uniform system. The Chief Medical Officer of the 
Ministry of Health reports* that progress is still being 


= 

| 


1536 Dec. 29, 1956 
made, but that several regions are not yet taking part 
fully, “and until they do so gaps will remain in the 
national picture.” There is little doubt that a stumbling- 
block to progress is finance. Whereas mortality statistics 
necessitate the bare completion of a single small form 
(and that by a general practitioner in the course of one 
of his legal duties), an adequate system of cancer regis- 
tration and follow-up needs special staff. In a general 
hospital this may mean as many as two full-time clerks 
for every thousand live patients on the register. (This is 
not to deny that such a system brings its own rewards 
within the hospital: every clinician realizes the value of 
regular follow-up.) With the current staffing difficulties 
it is obvious that administrators are not going to provide 
such facilities unless there is a clear demand for them 

How can full cancer registration be set forth as a 
wholly reasonable aim and not an extravagance ? The 
key to the problem lies surely at the regional level. This 
is made plain by the publication of the second annual 
report of the South-western Regional Cancer Records 
Bureau.‘ The history and functions of this bureau have 
been described in this Journal by its director, Mr. 
Reginald Vick It is admirably suited to act as inter- 
mediary between the necessarily remote and impersonal 
Somerset House and the local hospital with its indi- 
vidual needs and difficulties. Not only can such a 
centre, by centralizing some of the work, lighten the 
total load, but, more important still, it can provide a 
flow of information back to the hospitals in a form 
which will be most valuable to the clinicians and enable 
them to see the value of the scheme. Another useful 
function which can best be performed at the regional 
level is that of linking up the two systems of death 
certification and cancer registration; so long as there 
are unexplained discrepancies between the two sets of 
figures, confidence in either is diminished. 

The South-western Board's report is primarily con- 
cerned with survival rates; in clear simple tables the 
broad results of therapy are set out site by site. Two 
other boards which have recently produced reports 
have adopted a different approach. The Oxford scheme 
has not been running long enough to enable survival 
rates to be calculated, and its second annual report* 
uses more strictly epidemiological methods, analysing 
registrations by sex, age, and county. A recent report 
from Liverpool’ is on much the same lines. That we 
still have a long way to go may be seen by comparing 
any of these reports with two recent publications from 
the U.S.A., reports from the states of Connecticut® and 
lowa,” each of which has a population smaller than the 
average English hospital region. These are fuller than 
any regional or national studies which have so far 
appeared in Britain, and set an example that might well 


Registrar General's Statistical Review for 1950 & wal 
Morbidity, Cancer and Mental Health, H.M.S.O., 
* British Medical Journal, 1954, 1, 571 
, Report of the Ministry of Health for 1955 (Part 2), H.M.S.O. London 
south-western Regional Hospital Board, Annual R t iona 
Cancer Records Bureau for 1955 
: Vick, R. M., British Medical Journal, 1955, 1, 660 
Oxford Regional Hospital Board and Un ted 0. | 
pite da Unites xford H. 
Report on the Regie mal Cancer Survey, 1953 
Liverpool onal Hospit r 
—— Regional Hospital Board, Analysis of Cancer Cases Registered in 
Mg me State Department of Health, Cancer in Connecticut, 1935-1951 
Ss partment of Health, Education, and Welf i : 
y are, Cancer Morbidity in 


REGIONAL CANCER STATISTICS 


British 
JOURNAL 


be followed here. Only a slight reallotment of the re- 
sources, public and private, available in this country for 
cancer research is needed to make our national and 
regional cancer statistics equal to the best. 


RESEARCH ON WATER POLLUTION 

Just over a year ago the new Water Pollution Research 
Laboratory of the Department of Scientific and Indus- 
trial Research was opened at Stevenage, and it is clear 
from the report' of the Water Pollution Research Board 
for 1955 that the new premises serve very well the pur- 
pose for which they were designed. Much of the work 
requires close collaboration of chemists, bacteriologists, 
and physicists, and the advantage of having all the staff 
of the organization working in a single building is very 
apparent. Research on the quality of river water has 
a bearing on one of the fundamental branches of 
environmental hygiene—that is, the supply of river 
water for domestic use. About 25% of the popula- 
tion of England and Wales are supplied with river water 
that has received sewage effluent. In this connexion the 
report describes some studies of oxygen balance in fresh 
water and polluted streams: there is a great need for a 
reliable and cheap form of apparatus for recording con- 
tinuously the concentration of oxygen in a river. 

The Rivers (Prevention of Pollution) Act, 1951, gives 
river boards power to prescribe standards of quality for 
effluents discharged into their rivers, and it is generally 
considered that in some areas there should be a standard 
designed to prevent the poisoning of fish by effluents. 
The director of water pollution research refers in his 
section of the report to the development of a standard 
test to determine the toxicity to fish of certain substances 
likely to be discharged in domestic and industrial wastes 
and which may find their way into rivers. Work has 
also begun on investigating the fate of radioactive sub- 
stances discharged into rivers ; this study has been given 
priority in view of the increasing use being made of radio- 
active isotopes in medicine, in research, and in industry. 

Work on the condition of the Thames estuary has 
been in progress for several years, and an important 
section of the report is devoted to a description of fur- 
ther investigations carried out in 1955. It was realized 
at the outset that this survey would take a long time to 
complete, since it is in many respects a pioneer investi- 
gation and new methods had to be developed. The 
results are being put together and it should soon be 
possible for a committee of inquiry appointed by the 
Ministry of Housing and Local Government to advise 
the Minister on the best means to improve conditions 
in the estuary and so to avoid the nuisance and danger 
caused by the anaerobic condition of the water that is 
apparent from time to time. 


We much regret to announce the death, on Decem- 
ber 20, of Professor W. G. Barnard, dean of the medi- 
cal school of St. Thomas's Hospital. 


1 Department of Scientific and Industrial Research. Report of the Water 
Pollution Research Board, with the Report of the Director of Water 
Pollution Research for the Year 1955, 1956, H.M.S.O., London 
Price 4s. net. 
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ORGANIC BASIS OF CONFUSIONAL 
STATES IN THE ELDERLY 


BY 
F. J. FLINT, D.M., M.R.C.P. 


Physician, City General Hospital, Fir Vale Infirmary, 
and Nether Edge Hospital, Sheffield 


AND 


SHELAGH M. RICHARDS, M.B., Ch.B., D.C.H. 
Resident Medical Officer, Royal Infirmary, Sheffield ; late 
Senior House Officer, City General Hospital and 
Fir Vale Infirmary, Sheffield 


Mental confusion is a relatively common feature of ill- 
ness in old people. The consequent domestic upheaval 
and the ensuing medical, nursing, and social problems 
are well known. This review of the aetiological factors 
of confusion in 242 elderly confused patients is designed 
to call attention to the high incidence of organic disease 
both in the brain and elsewhere in the body. It will: 


be shown that “senile dementia” is not necessarily’ 


synonymous with either cerebral arteriosclerosis or 
“ senility.” 
Clinical Material and Method of Investigation 


The 242 patients under review were admitted between 
April 1, 1954, and March 31, 1955, to a_ general 
medical unit at Fir Vale Infirmary, Sheffield, which is a 
hospital for the elderly chronic sick. Each patient was over 
60. mentally confused on admission to hospital, and ambu- 
lant until the onset of the illness necessitating admission. 
Any patient who had been bedfast at home for longer than 
three months, who had suffered from long-standing 
dementia, or who became confused only after admission to 
hospital has been excluded. 

A full clinical examination included estimation of the 
blood pressure, examination of the urine, recording of the 
temperature, and assessment of the patient’s mental state 
Appropriate investigations were carried out when indicated ; 
that is, lumbar puncture in cases of cerebral thrombosis or 
haemorrhage ; radiography of the chest in cases of respira- 
tory disease; electrocardiography in cases of myocardial 
infarction: a blood count and, if necessary, other haema- 
tological studies in cases of anaemia; and estimation of 
the blood urea in cases of uraemia. Reasonably compre- 
hensive data were therefore available for assessing the 
causes of mental confusion. 


Taste I.—Age Distribution of Patients Over 60 with Mental 
Confusion on Admission 


Males | Females 
| 
60-| 70- | 90.| 60-| 70- | 80-| 99-| 8} 3 
<< | |<< 
No. of patients | 82/34] 1 8 | 38| 4 | 242 
Deaths | 14 | S58 30 0 7 | 47 25 3 | 82 184 
Necropsies Bag: 3 0; 23 6} 14 a 0 24 | 47 
Discharged 4/20 0; 23; 1 5 3 38 
Still in hospital 0 4 1 $ | 0 5 | 10 0; 15 20 

Recovered-—ambu- 

lant and rational 4;18) 3 1 | 26 0 + 5 1] 10 | % 


Of the 242 patients in the series, 135 were male and 107 
female ; total admissions during the same period were 330 
males and 244 females. The age distribution in relation 
to death and recovery (assessed three months after the last 
patient was admitted to the series) is shown in Table I. 


Aetiology of Mental Confusion 


The diseases which were thought to have caused mental 
confusion are described below and summarized in Table II. 
Owing to the frequency of multiple aetiological factors, 
some cases have been included in more than one section. 
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Taste Il.—Aetiology of Confusional States 


Sex | | 


Survivors 
Total | Ambulant Recovered 

= - — 
Cerebral diseases 4 | 36 82 | 67 8 | 7 
Heart failure 28 25 53 40 9 | 4 
Pulmonary diseases 35 11 | 46 4 10 | 2 
Uraemia 21 5 | 26 24 2 0 
Anaemia 6; sj] 7 3 
Hepatic failure a I 2 4 4 0 } 0 
Avitaminosis 4 | 1 5 3 2 0 
Endocrine disorders 5 8 0 0 
Drugs | 2 | 0 
Miscellaneous infections 4 3 0 
Cancer 6 3 9 8 0 1 
Injuries | ! 7 5 7 i 0 
Dissecting aneurysm | i 0 i i 0 0 
Unknown 23 31 S4 5 13 


In 188 of the 242 cases mental confusion was attributed 
to an organic lesion, which in 118 cases was extracerebral ; 
in the remaining 54 cases no specific cause was elicited, but 
in many of these cases the data were incomplete—that is, 
necropsy was not performed. 3 : 

Cerebral Diseases.—Cerebral infarction was the com- 
monest cerebral lesion, occurring in 66 of the 82 cases in 
the cerebral group (Table III). In 28 cases there was 
evidence only of an old infarct ; because of hemiplegia or 


Taste Cerebral’’ Diseases 


Males | Females Total | Deaths 


Cerebral infarction 


Recent 20>) 18, 38 32) 

Old | 13 38 10 p28 33 20 52 
Cerebral haemorrhage | a 3 7 6 
Parkinsonism 2 3 5 5 
Cerebral tumour 2 l |; 3 3 
General paralysis of insane 0 | 1 | 1 1 


other neurological signs it was difficult to ascertain how 
many of these cases also had a fresh infarct. In 38 cases 
there was evidence of a recent infarct which was complica- 
ted in 17 by hemiplegia, but in most of the other 21 cases 
no focal signs were elicited. The observation was made 
that cerebral infarction, especially the massive type, is often 
associated with an increase of protein in the cerebrospinal 
fluid; hence the diagnostic value of lumbar puncture in 
doubtful .cases. In two cases of post-infarction epilepsy 
the confusional state was attributed to the post-ictal state ; 
further episodes of confusion were prevented by the use 
of anticonvulsant drugs. Cerebral haemorrhage was com- 
paratively rare; there were only seven cases in the series. 
In five cases the haemorrhage was intracerebral and associa- 
ted with hypertension ; in one it was subarachnoid and due 
to rupture of an aneurysm ; in the other patient, who was an 
alcoholic, it was subdural and caused by injury. A primary 
cerebral tumour was encountered in one case, and cerebral 
metastases from carcinoma of the lung in a further two 
cases. 


Taste 1V.—Heart Failure 


Males Females Total Deaths 
Ischaemic heart disease—tota! 12 7 19 14 
Recent coronary thrombo- 

sis 6 2 ® 6 
Hypertensive heart disease 5 2 7 6 
Aortic stenosis : 2 7 9 7 
Mitral 0 1 
Cor pulmonale 5 0 5 3 
Severe anaemia 0 3 3 2 
Pulmonary embolism 0 1 1 i 
Actiology unknown 4 4 8 6 


Heart Failure-—In 39 cases there was frank congestive 
failure; the remainder had varying degrees of left heart 
failure (Table IV). In two cases of ischaemic heart disease 
there was associated myxoedema. 

Respiratory Diseases (Table YV).—Ten patients with 
bronchitis and one with lobar pneumonia also had heart 
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failure In the two cases of pulmonary tuberculosis the 
disease was shown at necropsy to be widely disseminated 
throughout the body except in the meninges 


Taste V.—Respiratory Diseases 
| 
| Males Females Total Deaths 

Lobar preumonia | 6 j ; 9 6 
Bronchopneumonia; bron | | 

chitis 26 7 33 24 
Tuberculosis (active) 2 0 | 2 2 
Pulmonary embolism 1 | I 2 | 2 

Uraemia.—Twenty-six patients were frankly uraemic 
(Table VI). In 15 of the 21 men prostatic hypertrophy was 


the basic cause ; these men were admitted because of mental 
symptoms, but all had chronic urinary retention complica- 


ted by infection. Most of the patients were unfit for sur- 
Taste Vi—Uraemia 
Males | Females Total Deaths 
Prostatic hypertrophy 1s 0 15 13 
Permanent suprapubic cysto- 
stomy 2 0 2 2 
Chronic nephritis a4 5 9 9 


gery, but the only two survivors had prosiatectomies. In 
li cases uraemia was due either to chronic glomerulo- 
nephritis or to exacerbation of chronic pyelonephritis, in- 
cluding two cases of permanent suprapubic cystostomy. In 
several cases the uraemic state was associated with gross 
sodium and water depletion. In this survey the blood urea 
was estimated only if there were signs of uraemia or 
urinary tract disease. 

Anaemia (Table VII).—-Mental confusion was attributed 
to anaemia only if the haemoglobin was 40% or less. In 
other cases it is possible that a moderate degree of anaemia 

Taste VII.—Anaemia 


Males | Females | Total Deaths 
Pernicious anaemia | 2 | 2 | 4 2 
Iron deficiency 1 | 2 3 2 
Gastro-intestinal haemor- | 

rhage | 2 | 1 3 i 1 
Erythraemic myelosis 0 i | 
was responsible, but these cases are not included. The three 


cases of gastro-intestinal haemorrhage included one of 
rectal carcinoma and two of benign gastric ulcer. 

Hepatic Failure.—The four cases consisted of one case of 
portal cirrhosis, two cases of biliary cirrhosis, and one case 
of secondary carcinoma from the gall-bladder. 

Avitaminosis.—Each of the five patients in this group 
had signs of frank scurvy, but the mental confusion was 
attributed to deficiency of the B complex. One patient, a 
man aged 60, having lived in a garret for six weeks and 
eaten nothing but bread and water, was admitted to hospital 
with severe encephalopathy; there were signs of bulbar 
palsy, ataxia, bilateral extensor plantar response, severe 
mental confusion, massive ecchymoses, and dehydration 
with nitrogen retention (non-protein nitrogen 94 mg. per 
100 ml.). He was fed by oesophageal tube for 10 days and 
made a complete recovery, the blood N.P.N. falling to 39 
mg. per 100 ml 

Diabetes Mellitus. 
confusion was attributed to 
sclerosis. 

Thyroid Disorders-—-Two of the three patients with 
myxoedema also had severe heart failure; all three died. 
The one patient with thyrotoxicosis also suffered from 
multiple and recurrent pulmonary infarcts, which eventually 
killed her 

Miscellaneous Conditions.—These conditions included 
drug intoxication (promethazine hydrochloride, which was 
administered for urticaria caused by penicillin, carbon 


In the four diabetic patients mental 
associated cerebral arterio- 


monoxide, and a barbiturate), gangrene, erysipelas, cellulitis, 
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dissecting aneurysm of the aorta, cancer, and various injuries. 
The relationship of injury to mental confusion was indirect 
except in three cases of head injury. 

Aetiology Unknown.—In 54 cases no organic cause for 
the confusional state was elicited, but none of the 36 fatal 
cases was examined at necropsy. Undetected cerebral degen- 
eration was probably the factor in many of these cases. 


Prognosis and Treatment 


The mortality rate for this group of confused patients 
was 76 in contrast to a rate of 50% for patients of 
similar age and sex distribution admitted during the same 
period who were rational on admission; the figures for 
discharge from hospital in the two groups were 16% and 
38% respectively. 

In the management of a patient with acute confusion, a 
thorough search should be made for an extracerebral cause, 
always bearing in mind the possibility of multiple factors ; 
this is often difficult clinically. Owing to diminished 
functional reserve, cardiac, respiratory, or renal failure can 
be precipitated by a comparatively trivial infection. Unfor- 
tunately the complication of mental confusion often denotes 
an advanced metabolic disturbance. In the treatment of 
the patient, the dangers of sedation should always be borne 
in mind. Great care should be taken, first, to combat infec- 
tions with the appropriate antibiotic ; secondly, to correct 
electrolyte and fluid imbalance, preferably by simple 
measures; and, thirdly, to ensure an adequate intake of 
calories and vitamins. Dehydration is the most elusive 
disorder. For the patient who is drowsy and confused, an 
adequate intake of fluid and salt can be ensured only by 
means of an intragastric drip; intravenous administration 
should be avoided. 

The outlook is by no means hopeless if the appropriate 
treatment is instituted before the complications of confusion 
and prolonged sedation develop. ‘The mortality rate in the 
present series was unduly high ; because of a long waiting- 
list, neglect at home, or the terminal state of their disease 
many patients showed signs of advanced deterioration and 
many died within a few days of admission to hospital. 

Enthusiasm to resuscitate the patient should, however, 
be tempered by the realization that in many cases the illness 
is but the inevitable end to a long life. 


Discussion 


A degenerative disorder of the brain is undoubtedly the 
commonest aetiological factor in the organic dementias of 
the elderly. Although atrophy of the brain in old age is 
not always vascular in origin, cerebral infarction is the com- 
monest lesion. In the present series extracerebral factors 
were equally important ; they were predominant in 118 out 
of 242 cases. Kay and Roth (1955) showed that extra- 
cerebral disease is important even in the more severe 
forms of dementia encountered in a mental! hospital. 


Cerebral Infarction 


In the absence of hemiplegia or other focal signs the 
diagnosis of cerebral thrombosis may be difficult; indeed, 
an acute confusional state may be the only clinical 
manifestation. If the infarct is large enough to cause con- 
fusion the protein content of the cerebrospinal fluid is 
usually raised. There is no doubt that unsuspected infarc- 
tion is a common cause of acute confusional states, for the 
unexpected finding at necropsy of old infarcts which are 
often multiple is of common occurrence. Therefore the 
incidence of cerebral infarction in the present series was 
probably higher than the figures suggest. 

The mechanism whereby an infarct gives rise to mental 
or neurological changes is not always a necrotic process. 
A haemorrhagic infarct causes a good deal of oedematous 
swelling of the surrounding tissues, with consequent pressure 
on more remote areas. The “ space-occupving effect * may 
indeed be so marked that it causes irreparable damage to 
the brain stem by a process of herniation of the uncus 
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through the opening of the tentorium cerebelli. Destruction 
of brain cells is irreversible, so any improvement in the 
mental or neurological state following infarction is prob- 
ably attributable to recovery of brain cells in which function 
has been only temporarily impaired by compression, 
oedema, or ischaemia. Another possible explanation for 
the confusional state is epilepsy. This may result from 
infarction involving the cerebral cortex, both in the acute 
phase and subsequently. Thus in some cases recurrent 
bouts of mental confusion are due to the post-ictal con- 
fusional state. For patients with recurrent “ blackouts” or 
short bouts of confusion it is always worth while to try 
the effect of an anticonvulsant drug. 


Diseases of the Heart and Lungs 


The association of mental confusion with heart failure 
is well known. The confusion is usually attributed to an 
inadequate supply of arterial blood caused by reduced 
cardiac output. In coronary thrombosis there is also the 
factor of shock ; in cor pulmonale the factors of cerebral 
oedema, hypoxia, hypercapnia, and acidosis prevail. In the 
obstructive forms of respiratory infection, which usually 
occur in patients with a poor respiratory reserve, hypoxia 
and hypercapnia are again the important factors, but in 
lobar pneumonia the associated toxaemia or septicaemia is 
predominant. In elderly patients several factors may 
Operate together, and even though comparatively trivial in 
themselves can combine to produce marked mental changes. 
Renal failure and fluid and electrolyte imbalance are 
commonly associated. 

In the elderly patient both bronchitis and pneumonic 
consolidation may be difficult to detect clinically. When 
ventilation is diminished, the classical signs are often absent. 


Biochemical Disturbances 


In old age the brain is unusually susceptible to chemical 
disturbances, especially anoxia. Cerebral anoxia may be 
due to a variety of different causes ; these include respira- 
tory obstruction, heart failure, and anaemia, which reduce 
the supply of oxygen to the brain, and many toxic disturb- 
ances such as septicaemia, uraemia, hepatic failure, electro- 
lyte disturbances, and extrinsic poisons, which interfere with 
cellular oxidation. 

Uraemia as a cause of mental confusion is undoubtedly 
more frequent than is apparent from this survey, for the 
blood urea was estimated only in patients exhibiting signs 
of uraemia or of urinary tract disease. Pre-renal uraemia is 
a common complication of many diseases, particularly in 
elderly people who are living alone or without adequate 
help. In a subsequent survey, undertaken in the same 
medical unit, A. Allibone (personal communication) has 
shown that in 30% of all patients over the age of 60 the 
blood urea exceeded 50 mg. per 100 ml.; in patients with 
respiratory infections or heart failure it was not uncommon 
to find levels of over 100 mg. per 100 ml. Moreover, nitro- 
gen retention is only one aspect of renal failure. Grave 
disturbances of water, sodium, potassium, and acid-base 
balance may be quite disproportionate to the level of the 
blood urea; they result not only from, impaired function 
of the kidney but also from an unbalanced intake (Bull, 
1955). 

The clinical manifestations of cerebral anoxia caused by 
severe anaemia in the elderly are well known, but only 11 
cases were encountered in the present series. Experience of 
other cases, however, has shown that mental confusion and 
other complications such as heart failure are encountered 
in a higher proportion of patients with pernicious anaemia 
than of those with other forms of anaemia of comparable 
severity. There is evidence that vitamin Bis is essential not 
only for haemopoiesis and nutrition of the central nervous 
system, including the brain, but also for other body tissues 
(Samson. Swisher, Christian and Engel, 1952 ; Lancet, 1954). 
It is therefore possible that mental confusion or heart failure 
in pernicious anaemia is related not only to the effects ofa 
low haemoglobin level but also to the biological need for 


the vitamin in the cells of the heart and brain. In pernicious 
anaemia recovery does not always immediately follow an 
improvement in the haemoglobin level brought about by 
blood transfusion, as in some other forms of anaemia, and 
may not be complete for several months. 

The mental disorder due to vitamin-B deficiency is well 
known, but is probably rare in this country. 

Liver failure is a rare but interesting cause of mental 
confusion. In cases of hepato-cellular failure alone and in 
cases of cirrhosis with large porto-caval shunts, ammonia 
and other nitrogenous substances accumulate in the systemic 
circulation ; these may be responsible for bizarre mental 
and neurological disturbances (Sherlock, 1955 ; Phear, Sher- 
lock, and Summerskill, 1955). 

The dementia of myxoedema is well known, but it was 
surprisingly rare in this series. The function of all the 
endocrine glands is impaired in the elderly, but the relative 
importance of this factor in the processes of ageing is as 
yet unknown. 

Summary 


The aetiological factors of mental confusion in a 
group of 242 elderly patients admitted to a general 
medical unit of a geriatric hospital are described and 
discussed. In 188 cases confusion was attributed to 
a known organic disease, which in 118 cases was 
predominantly extracerebral. 
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CHRONIC BRONCHITIS 


N.A.P.T. SYMPOSIUM 
[From A SPECIAL CORRESPONDENT] 


With tuberculosis on the wane in Britain, the National 
Association for the Prevention of Tuberculosis took powers 
a short time ago to extend its coverage to diseases of the 
chest and heart in general. An example of this new policy 
was a symposium on “Chronic Bronchitis” which the 
association held at B.M.A. House on December 12 under 
the chairmanship of Dr. J. L. LivincsTtone. 


A Baffling Disease 

In spite of the importance of chronic bronchitis to the 
community, said Dr. Nevitte Oswatp, who opened the 
discussion, there remained much to learn about its aetio- 
logy. We were still at a very preliminary stage, and only 
now beginning to realize, from morbidity and other surveys, 
its general incidence and distribution. Advances had been 
made in the bacteriology and pathology, but there was much 
still to understand about the role of viruses and the 
mechanisms of mucus formation. Clinical studies had 
shown that those who might be helped by specific antibiotic 
therapy were the patients with purulent sputum, who formed 
20-40% of the total. These might need admitting 
to hospital for a number of reasons: during an acute 
exacerbation ; for assessment with a view to organizing 
future management; or for long-term accommodation on 
a permanent or semi-permanent basis—and here the use of 
sanatoria must be considered and developed. 


Air Pollution and Infection 


Dr. P. J. LAwrTner said that although it was probable 
that atmospheric pollution played a definite part in the 
causation of chronic bronchitis no survey had yet demon- 
strated any direct relationship. There were two types of 
pollution—the acute insult of a smog which might produce 
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severe reactions in many chronic bronchitics but which did 
not seem to affect others, and the more chronic and insidious 
process of living for years in a dirty atmosphere. Work 
was needed first to define the possible harmful pollutants 
and then to prevent their appearance in the atmosphere. 
Immediate measures that might be taken were to air-condi- 
tion some hospital wards for the reception of chronic 
bronchitics, to develop suitable masks and chemical 
neutralizers, and to be ready to evacuate such patients to 
the country during times of fog 

Dr. J. R. May confessed to considerable uncertainty con- 
cerning the bacteriological factors in the aetiology of chronic 
bronchitis. Even the respective roles of viruses and bacteria 
were confusing at present, since no thorough viral studies 
had yet been undertaken However, although bacterial 
infection was by no means the only aetiological factor, a 
knowledge of the predominating organisms certainly helped 
in planning therapy with antibiotics. The common patho- 
gens in his experience were Haemophilus influenzae and the 
pneumococcus, their proportions varying with the purulence 
of the sputum and the activity of the disease. Haemophilus 
nfluenzae was much more prominent during the chronic 
phase, while pneumococci predominated in the acute 
episodes. 


Pathological and Radiological Appearances 


Dr. Lynne McA. Rep described the morbid anatomical 
changes. These were largely non-specific, but their wide- 
spread and progressive nature resulted in very severe dis- 
abilities. The early changes affected the bronchial mucous 
glands, which became overactive, and their excessive produc- 
tion of mucus interfered with ciliary activity. Later there 
was serious involvement of the bronchioles and alveoli at 
the periphery of the lungs. This was due to infection, 
and the pathological picture was one of widespread but 
irregularly disposed small areas of pneumonia, abscess for- 
mation, collapse, organization, fibrosis, and emphysema 
throughout both lungs. Although small and apparently 
insignificant in themselves, these lesions caused severe and 
progressive cumulative effects owing to the extensive loss 
of functioning tissue and the involvement of the local 
capillary circulation. 

Dr. GeorGce Simon described the radiological appearances 
Many chronic bronchitics, he said, showed no radiological 
abnormalities, because the lesions were too small to produce 
visible changes. In others the shadows that used to be 
attributed to tuberculosis were now known to be due to the 
inflammatory and fibrotic reactions of chronic bronchitis. 
But it was on bronchography that the characteristic picture 
became apparent. The dilated mucovs glands accounted 
for a “diverticulosis™ of the larger bronchi. There was 
failure of peripheral filling. the ends of the bronchi were often 
deformed, and in those that were bulbous there was 
peripheral pooling. On respiration the calibre of the 
bronchi could be seen to undergo successive changes in size. 

The characteristic radiological features of emphysema 
were a low and flat diaphragm, a small heart that enlarged 
as cor pulmonale developed, a prominent left border below 
the aortic knuckle due to dilatation of the pulmonary 
artery, prominent hilar vessels, and small peripheral vessels. 


Clinical Picture 


In Dr. C. M. FLetcwer’s experience “chronic bron- 
chitis"” was one of the commonest diagnoses to be based 
on very few supporting signs and investigative findings. It 
was a symptomatic diagnosis whose criteria were liable to 
different interpretation by different observers, each with an 
appreciable “ observer error.” which in a recent study had 
amounted to as much as 30%. Clinically the syndrome was 
characterized by two prominent groups of symptoms 
cough and sputum and dyspnoea. The cough was liable to 
seasonal and diurnal variation. being more frequent in the 
mornings and in the winter. The dyspnoea was not directly 
due to the “ bronchitis,” but was the result of bronchial ob- 
struction from spasm or excessive mucus and the develop- 
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ment of emphysema. It had to be differentiated from 
cardiac and neurotic dyspnoea. 

In an attempt to substantiate clinical impressions various 
mechanical methods were being developed to measure 
pulmonary efficiency, continued Dr. Fletcher, and as an 
example he demonstrated a simple expiratory peak flow- 
meter. Epidemiological studies were also most important, 
since it was undoubted that environment played an im- 
portant part in the aetiology, but in these, as in all investi- 
gations, accurate definition was essential. An investigation 
by Dr. R. E. O. Williams was mentioned as showing that 
while smokers predominated among patients with a regular 
cough they did not do so in patients with acute exacerba- 
tions of chronic bronchitis. 

The geriatric aspects were discussed by Dr. T. H. HOWELL, 
who pointed out that the maximum number of deaths from 
chronic bronchitis was in the 65-80 age-group. But as a 
cause of death it was then usually associated with other 
conditions such as heart failure. Three clinical patterns 
were apparent in the aged—-the infective type with purulent 
sputum and frequent evidence of consolidation on radio- 
graphy ; those with bronchospasm ; and those with dyspnoea 
and other evidence of respiratory failure. As complications, 
mental confusion and even psychosis were important, since 
they might be the presenting features. 


Management and Surgical Hazards 


Dr. J. SMART, in discussing the clinical management, made 
a plea for a clinical grading according to disability, and 
attempted to relate this to various tests of respiratory func- 
tion. Treatment had to be largely empirical,.since the exact 
aetiology was unknown, but nevertheless patients could be 
helped a great deal in coming to terms with their disabilities. 
Bronchospasm could be relieved by the common anti- 
spasmodics, in tablet form or in sprays or inhalers. For 
the control of infection Dr. Smart expressed a preference 
for intramuscular penicillin in very large doses, as much 
as 10 million units daily. He had found the corticosteroids 
disappointing, although they might have a place in young 
patients with considerable bronchospasm. Above all, the 
personal problems of the individual patient required careful 
consideration ; he should be helped both at work and in his 
home to live within the limits of his pulmonary reserves. 

As a measure of prevention in the younger patients, more 
energetic treatment of all types of “ bronchitis” with anti- 
biotics might be considered. 

On the surgical side, Mr. J. R. BELCHER stressed the im- 
portance of chronic bronchitis in the assessment of patients 
for various types of thoracic surgery. Long-standing chronic 
bronchitis was a contraindication to surgery in carcinoma 
of the bronchus. Pneumonectomy and lobectomy both 
resulted in a considerable loss of respiratory reserves, and 
there was nothing worse than to leave the patient a com- 
plete and incurable respiratory cripple after an operation 
that was all too often only a palliative measure. 

Analysis of the reasons for death after such operations 
showed that the vast majority of deaths were directly attri- 
butable to respiratory insufficiency, but early and energetic 
treatment could greatly improve the outlook. In these 
cases bronchospasm was the usual danger signal. It was 
invariably reflex in nature and due to an obvious cause such 
as an effusion, mucus retention, or mediastinal shift. All 
these complications could be remedied by appropriate 
means. Tracheotomy had a very definite place in aspirating 
the mucus, while corticosteroids might also be indicated in 
the control of spasm. 

The follow-up of surgically treated cases of bronchiectasis 
often revealed disappointing results which might be due to 
coexistent chronic bronchitis. On the other hand, chronic 
bronchitis might sometimes be cured by a suitable lobec- 
tomy of a bronchiectatic lobe that had been disseminating 
infection. 

Bronchitis was an indication rather than a contraindica- 
tion to surgery in mitral stenosis, and in cases of emphysema 
excellent results were often obtained from the excision of 
thin-walled cysts. 
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Shortening the road to recovery 


Among the legacies of shock, injury, burns, surgery, severe infection and 
other conditions of extra-ordinary physiological stress is a period when the 
body’s defences are severely taxed. In such conditions tissue depletion of 
ascorbic acid and the B-complex vitamins often occurs, hindering 
antibody production and tissue repair. Such situations can be safely 
surmounted with Srresscaps—the new LEDERLE formula combining five 
essential factors in effective therapeutic amounts. One or two capsules 
daily will usually overcome the vitamin deficiency and prove the real 


value of Srresscaps in shortening the road to recovery. 
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Lack of Rehabilitation Facilities 


Dr. F. S. Cooksey pointed out that while the tuberculous 
were well provided for in rehabilitation and resettlement 
there were no such schemes for the chronic bronchitics. The 
patient with chronic bronchitis was particularly unfortunate. 
He often lost his job; he could not keep up with his fellow 
workers, he could not keep to time because of his trouble- 
some morning cough, his morale was often very low, and he 
was at the mercy of inclement weather. A good deal could 
be done for such patients by means of suitable progressive 
exercises, occupational therapy, and resettlement, and many 
apparently permanent invalids could be got back to work. 


RESISTANCE TO INSECTICIDES 


At a meeting of the Royal Society of Tropical Medicine and 
Hygiene at Manson House on December 13 Dr. J. R. 
BuSsvINE, lecturer in entomology at the London School of 
Hygiene and Tropical Medicine, spoke on_ insecticide- 
resistant strains of insects of public health importance. 
He began by summarizing the present position as it is known 
or estimated from reports from various parts of the world. 
The housefly, certain species of Anopheles (some of them 
important vectors of malaria), certain culicine mosquitoes 
(including Aédes aegypti in Trinidad), and some strains 
of lice, bed bugs, fleas, and cockroaches had shown, he 
said, a high degree of resistance to the chlorinated hydro- 
carbons and the other insecticides. And in spite of field and 
laboratory studies there were serious gaps in our knowledge 
of the processes involved. It had become evident that 
resistance could be transmitted genetically. Possibly there 
were two kinds of resistant genes, those giving generalized 
resistance and those giving a highly specific resistance to a 
particular type of poison, perhaps through a detoxifying 
enzyme or the introduction of a metabolic system unaffected 
by the poison. The development of resistance in an insect 
population was influenced by intensity of selection—i.e., the 
size of the population exposed to the insecticide and the 
proportion killed, and by the number of generations per 
year. 

Counter-measures to prevent the development of resistance 
had been suggested, such as intensification of spray cam- 
paigns, though Dr. Busvine suggested that this might lead 
in fact to a more rapid development of resistance and 
alternation or mixture of insecticides ; but not enough was 
known about the toxicology of insecticides to place anti- 
resistance measures on any sure foundation. 


Discussion 

In the subsequent discussion Professor G. MACDONALD 
emphasized the practical importance of resistance, and urged 
that laboratory work on colonies of insects, in which. the 
genetics of the subject could be investigated, should be 
supplemented by field work by teams competently trained 
to detect the distribution and variation of the genes, the 
speed of selection, and the rate of disappearance—all vari- 
ables which could be studied only in the field. 

Mr. G. Davipson brought out the point that resistant 
strains of Anopheles had proved more vigorous and hardy 

-and even better vectors of malaria—than susceptible 
strains. On the other hand, Dr. Busvine thought that 
resistant genes were probably on the whole unfavourable. 
otherwise these would more commonly be found in nature. 
Mr. P. F. Mattinoty declared that this problem involved 
biological principles relating to processes much wider than 
that of resistance alone. For instance, the resistance of 
A. gambiae in-Northern Nigeria might be influenced by the 
fact that the country was not ideal for that mosquito, and 
that to maintain what was at’ best an uneasy balance with 
its environment it had developed greater plasticity in its 
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powers of dealing with unfavourable conditions. Studies 


were needed of the behaviour of insect populations, as well 
as of insect genetics. 

Dr. R. F. Brappury, as a chemist, said that resistance 
involved other mechanisms than _ detoxification—even 
evaporation from the body surface. 


RGYAL COLLEGE OF SURGEONS 
ANNUAL MEETING 


The expanding activities of the Royal College of Surgeons 
of England were described by speakers at the annual meet- 
ing of fellows and members, held at the College on Decem- 
ber 12. At the same time a warning was given that, unless 
more funds were forthcoming, the rebuilding of the College 
would have to be halted next summer. 

Sir Harry PLatt, the President, who took the chair, 
stressed that the Royal College of Surgeons was more than 
just an examining body or a teaching body ; it was also an 
institution which was carrying out a good deal of research 
relating to the art and science of surgery and its basic 
sciences. The Faculties of Dental Surgery and Anaesthetics 
were going ahead, each with its research department. The 
department of dental science (the seventh of the College's 
departments) had begun its activities under the honorary 
direction of Sir Wilfred Fish. The department of anaes- 
thetics on the sixth floor of the Nuffield College of Surgical 
Sciences would be occupied in the new year. Following 
the meeting in Paris in May, which revived the pre-war 
practice of annual meetings of the College and the Académie 
de Chirurgie, an invitation had been given to the latter to 
visit the College in London in May, 1957. On this occasion, 
for the first time in Britain, operations would be televised 
in colour from St. Bartholomew's Hospital and shown in 
the Great Hall. 


Financial Stringency 


Sir ArcHiBaLD MclINpboe, chairman of the finance com- 
mittee, recalled that last year it had looked as if he would 
be able to report favourably on the College's accounts this 
year. This, however, was not to be. The College had had 
considerable success in obtaining donations, but the financial 
Position to-day could only be described as somewhat gloomy, 
in regard to both domestic expenditure and the rebuilding 
fund, The erection of the third part of the new building, 
that known as Phase IIIA, immediately behind the entrance 
hall would have to be stopped by midsummer unless more 
money was received. It was necessary to face this fact and 
let all know that it was the case. Many thought that the 
College was very rich and had money to burn; it was 
nothing of the sort. On domestic expenditure there was a 
deficit of £11,000, due to the widening scope of the Col- 
lege’s activities and rising costs. The future would also be 
affected by the question of whether the College would be- 
come rated fully, as this would mean an annual payment of 
£19,000 instead of £5,000. Furthermore, the opening of 
the Nuffield College would involve a deficit annually of 
£10,000, because the College hoped to be able to subsidize 
the young men who came there, so that they could live 
within a reasonable expenditure. During the year the Col- 
lege had received great gifts. It would be a tragedy if the 
building programme had to be stopped. 

The PRESIDENT reported that the application for a supple- 
mental Charter, made nearly a year ago, was still being 
considered by the Privy Council. Among other things this 
Charter would give the College power to have an Annual 
subscription and to fix at the council’s discretion the admis- 
sion fee either after election or by examination ; Sir Harry 
added that there was no intention to increase the fee. There 
would also be power to reconstitute the Faculties of Dental 
Surgery and Anaesthetics so as to make their Fellows 
Fellows of the College and not of the Faculty merely. 
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Postgraduate Education 


Professor Dicsy CHAMBERLAIN, chairman of the post 
graduate education committee, said that the Nuffield College 
of Surgical Sciences would be officially opened in Apmil, 
but would in fact take postgraduate students on January | 
(see British Medical Journal, December 22, p. 1497) It 
would provide accommodation for 80 students. In addition 
there would be a President's flat and provision for distin- 
guished foreign visitors 

Postgraduate activity at the College consisted of instruc- 
tion in surgery and in the basic medical sciences The 
former was now coming more to the front, and the College 
had in mind the appointment of a surgical tutor for students 
Clinical courses were well applied for, but were kept com- 
paratively small, because it was felt that 15 students a 
course was the desirable maximum. For the first course 
32 applications had been received, for the second 37, and 
for the third 53, and the College might soon have to increase 
the number and scope of these courses Ten different hos- 
pitals in and around London had been used for clinical con- 
ferences Lectures and courses in the Faculty of Dental 
Surgery were in considerable demand, whilst in Anaesthetics 
the demand was such that there were now three courses a 
year instead of two. The department of anaesthetics would 
begin to function on January 1, with Dr. R. F. Woolmer 
1s its director 

The Institute of Basic Medical Sciences had received 
ipproximately 650 applications from 31 different countries 
during the past year. Only 60 students had been accepted 
for the full course, and it had proved necessary to limit the 
attendance at lectures to 120 per course 

Professor Chamberlain said that the Institute of Basic 
Medical Sciences had been inspected by the University of 
London, because it was hoped that it would become a feder- 
ated institute of the British Postgraduate Medical Federa- 
tion The Institute, he concluded, was in an extremely 
flourishing condition, and he paid a warm tribute to its 
Dean, Sir James Paterson Ross 


Building and Library Services 


Mr. E. W. Ricues, chairman of the building committee, 
described the residential accommodation at the Nuffield 
College, and outlined the plans for the future development 
of the rest of the College's site. During the excavations 
for the foundations of the extension behind the entrance 
hall of the main College building a seventeenth-century 
wine-jug had been discovered, and it was on display 

There was a motion before the meeting suggesting that 
1 service for lending medical journals to certain research 
workers, postgraduate students, and others should be insti- 
tuted by the College’s library at a reasonable charge. It 
was not moved, because the proposer had had to leave, but 
the President said that the council would take note of the 
idea and see whether it would be practical; there were 
difficulties 

The meeting closed with a vote of thanks to Sir Harry 
Platt. 

The annual general meeting was the climax of a View 
Day at the College. In the morning scientific films were 
shown, and in the afternoon a Moynihan Lecture was 
delivered by Professor I. S. Ravdin on “ The Complexity 
of Liver Disease: Surgical Steps towards Solution.” This 
programme, together with the special exhibitions organized 
by the College departments, attracted a large audience. 


To help any Hungarian pharmacists among the refugees 
coming to this country, an appeal is being made by the 
Pharmaceutical Society to their members. The Society itself 
is sending 25 guineas to the Lord Mayor's Fund for 
Hungarian Relief 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Perinatal Mortality 


Sik,—Injury to the brain at birth is widely acknowledged 
as an important cause of infant mortality, though consider- 
able difficulty is encountered in assessing its responsibility 
for the death of any individual infant. It is of the greatest 
importance that we should be capable of making this assess- 
ment, since only by so doing may we recognize the way in 
which the injuries are produced, and thus be in a position 
to lessen their frequency. If all are to become familiar 
with the clinical signs and pathological features charac- 
teristic of injury to the brain during birth, it will be neces- 
sary to be extremely scrupulous, not only in our examination 
of the infant both before and after death, but also in the 
terms we use to report our findings It is for this reason 
that I am critical of certain statements in the comprehensive 
clinico-pathological study of perinatal mortality, reported 
in your columns by workers at University College Hospital! 
(Drs. J. P. Bound, N. R. Butler, and W. G. Spector, Journal 
November 24, p. 1191, and December 1, p. 1260). 

These authors state that 10° of their perinatal deaths 
were accounted for by intraventricular haemorrhage. Ex- 
perience gleaned from adult neurology raises the possibility 
that such haemorrhage may be only the most striking expres- 
sion of a derangement of the blood supply to the brain, the 
less obvious results of which are of far more lethal effect 
While the danger of intraventricular blood clots in the 
adult and childhood brain is widely recognized, in some 
of the cases studied by the U.C.H. workers the blood was 
still fluid. In cases of subarachnoid haemorrhage from 
congenital cerebral aneurysm the cause of death is usually 
held to be cerebral ischaemia from spasm of cerebral arteries 
or haemorrhage into the brain substance itself. It would 
therefore seem wise to consider haemorrhage into the 
cerebrospinal fluid pathways as a cause of death only after 
representative areas of the brain have been thoroughly 
examined histologically for the effects of oedema and 
anoxia. My own experience suggests that the detection of 
such effects in the newborn brain is not easy, even with 
the careful routine laid down for us by those experienced in 
the histopathological examination of the nervous system. 
There is a danger that uncritical acceptance of intraventri- 
cular haemorrhage as a cause of neonatal mortality might 
distract attention from what is really necessary to an in- 
creased understanding of the problem—i.e., further studies, 
by improved methods, of the histopathology of the nervous 
system in infants dying shortly after birth. It may well 
be that, after such investigations have been carried out, we 
shall find that the neonatal brain is little affected by anoxia 
and oedema, and that the only important effect of venous 
engorgement is haemorrhage, but, until we are in full posses- 
sion of the facts indicated, to attribute death to the haemor- 
rhage is to discourage much-needed research. 

The clinical picture of intraventricular haemorrhage is 
stated by the U.C.H. workers to include “cerebral irri:a- 
tion.” According to these authors, this condition is mani- 
fested by excessive wakefulness, restlessness, irritability 
when disturbed, shrill high-pitched cry, and alterations in the 
tone of the limbs or trunk muscles. May I suggest that 
these features are not an expression of any irritation (by 
what ?) to the brain, but are the expression of excessive 
activity of primitive mechanisms removed from the control 
of those more recently acquired? The latter have been 
prevented from acting by damage (see above) to structures 
essential for their function. This concept is familiar to all 
neurologists through the writings of Hughlings Jackson. It 
would seem, therefore, desirable to eliminate the concept 
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of “cerebral irritation” from neonatal neurology in the 
same way as it has been abandoned by adult neurology, at 
ieast until evidence of irritation has been more clearls 
adduced. 

Much work still remains to be done if we are to under- 
stand fully the effects of birth upon the nervous system, 
and these critical remarks have been prompted by a realiza- 
tion of the importance of the problem. The workers at 
U.C.H. are greatly to be congratulated for having had the 
courage and diligence to embark upon this complex investi- 
gation and provide us with so much valuable and stimulating 
information.—I am, etc., 

A. L. 


Smethwick 


Sir,—The excellent anticles on perinatal mortzlity by Drs. 
J. P. Bound, N. R. Butler, and W. G. Spector (Journal. 
November 24, p. 1191, and December 1, p. 1260) at Uni- 
versity College Hospital should be of the greatest value to 
the obstetrician, the paediatrician, and the pathologist. The 
term perinatal mortality is comparatively new and appears 
to lack a standard definition. That given by Dr. Bound 
is clearly the definition which should be adopted, because 
it is the infant deaths in the first week of life which are so 
intimately connected with maternal and obstetrical factors, 
and it is therefore right that these early deaths should be 
considered with the stillbirths. However, other definitions 
are current. In Recent Advances in Paediatrics Messrs 
Crosse and Mackintosh’ give the following definition: “It 
[perinatal mortality] has been defined as the number of 
stillbirths and neonatal deaths per thousand total births (live 
and still).”. In Perinatal Mortality in New York City Dr 
Schuyler G. Kohl*® subdivides perinatal deaths into early 
neonatal! deaths (deaths during the first five days of life) and 
late neonatal deaths (deaths from the sixth to the thirtieth 
day) It would be a pity if this valuable term should 
become discredited for lack of an agreed definition —I am, 


etc., 
Bridge of Weir, Renfrewshire 
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Platelet Agglutinins and Thrombocytopenic Purpura 


Sir.—Your annotation on platelet agglutinins and 
thrombocytopenia (Journal, December 8, p. 1357) points 
out that blood or platelet transfusion can be used in the 
treatment of idiopathic thrombocytopenia. The writer 
states that platelets are antigenic when transfused. There 
is convincing evidence to show that, if repeated platelet or 
whole blood transfusions are administered, their beneficial 
effect progressively diminishes due to the appearance of a 
platelet agglutinating antibody.’ Also, while the survival 
of transfused normal platelets is poor in idiopathic thrombo- 
cytopenia, this is especially so where a platelet iso-agglutinin 
can be demonstrated.’ It would therefore seem more reason- 
able to restrict platelet transfusions (1) to those cases where 
intractable spontaneous bleeding cannot be stopped by other 
methods. and (2) for the pre-operative preparation for emer- 
gency splenectomy. Repeated fresh blood or platelet trans- 
fusions should always be avoided. 

In addition, as it has been shown that platelets will survive 
for long periods in stored blood,’ if simple replacement 
blood transfusion is required in idiopathic or secondary 
thrombocytopenia and no indication exists for platelet 
transfusion well-packed red cells only should be adminis- 
tered. Thus any chance of stimulating an immune antibody 
to platelets is avoided and the effect of any future emergency 
platelet transfusion not jeopardized.—I am, etc., 

ALAN A. SHARP. 
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Rupture of Rectovaginal Septum at Parturition 


Sir,—The memorandum by Mr. N. R. Neely on the above 
subject (Journal, December 1, p. 1288) reminded me of a 
similar case which occurred while | was in charge of an 
African hospital in Northern Rhodesia a few years ago. 

The patient, a young African primipara, had been taken 
several miles on a native stretcher to one of my subsidiary 
dispensaries 70 miles from the hospital. She had a history 
of five days’ labour, and the dead child had been separated 
by the young district commissioner before setting out to 
fetch me (there was no telephone). We arrived at the boma 
about midnight, and by the light of a hand torch and a 
hurricane lantern | made an examination. The girl was very 
shocked, and had a tear in the rectovaginal septum extend- 
ing to the posterior fornix. There was another smaller tear 
laterally. The perineum was intact. It was obvious that 
surgery was impossible under existing circumstances, so she 
was given morphine and penicillin and “ specialled” by 
the very efficient dispensary assistant during the rest of the 
night. The following morning she was moved into the 
dispensary, and under anaesthesia administered by the 
assistant the tears were repaired, rather pessimistically. 
She made a good recovery, and thanks to the efforts of 
the district commissioner was induced to come into hos- 
pital three months later for examination. There was a 
good deal of scar tissue, and a small rectovaginal fistula 
at the lower end of the septum which appeared to cause 
very little trouble, and her general condition was good 
She refused a further operation to close the fistula, and | 
let her go wondering what the outcome of a future parturi- 
tion would be. 

The injuries in this case were probably due to the efforts 
of a native “midwife” to expedite delivery without any 
knowledge of the existence of a pelvic curve. These women 
sit, kneel, or exert all kinds of vertical pressure on the 
fundus, and this girl’s case was ho doubt one of many 
occurring in the more remote villages. The remarkable 
thing is that the girl survived her injuries in spite of such 
adverse circumstances.—I am, etc., 


Shipley. Sussex. KATHLEEN BROWN. 


Cold Weather and General Practice 


Sik,—Your annotation (December 8, p. 1358) discussed 
one aspect of cold weather. We have attempted to assess 
the influence of a period of severe cold weather upon the 
volume of work carried out in a practice on a new housing 
estate near London. The practice concerned, which was the 
subject of a recent study,’ is conducted by a partnership of 
five doctors working in two surgeries on the estate and 
having about 13,000 registered patients. 

An analysis was made of the records kept at one of these 
surgeries during three weeks of last winter. The onset of 
the period of severe cold weather took place on January 31, 
when the mean temperature fell sharply from 42° F. 
(5.5° C.) on the previous day to 23° F.(—5° C.). Tempera- 
tures remained low for four days and then rose to about 
40° F. (4.4° C.) for five days. On February 9 the mean 
temperature fell again to 25° F. (—3.8° C.), and for 14 out 
of the subsequent 17 days mean temperatures were in the 
twenties, with falls of snow almost every day. On 
February 26 the mean temperature rose to 36° F. (2.2° C.), 
there was a slight fall the next day, after which the mean 
temperatures reached the upper forties and lower fifties 
during the rest of the week. 

The three periods selected for the analysis were: (1) the week be- 
fore the onset of the cold spell—January 23-29; (2) the middle 
week of the cold spell—February 13-19; (3) the week following 
the cold spell—February 27-March 4. As the division of patients 
between the two surgeries was not accurately known, it was not 
possible to express the findings in terms of rates. 

In the week before the cold spell 628 patients made 749 con- 
sultations (489 surgery attendances, 214 home visits, and 46 
messages received at the surgery). In the middle week of the 
cold spell the number of patients who consulted increased by 
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1s ind the number of consultations by 12 These figures 
howed a further slight increase in the period following the ending 
of the cold weather Attendances at the surgery increased by 


nearly 14%, during the cold period and subsequently fell slightly 
The number of home visits, which showed little change with the 
coming of the cold weather, increased by 13% in the succeeding 
period as the toll of illness which had accumulated during the 
cold spell received attention. Among the males, patients attend- 
ng the surgery increased by 21% during the cold period and then 
fell sharply to only 6 above the former level. Among the 
females, there was a rise of only 9% in the number who came to 
the surgery during the cold spell, but this was followed by a 
further increase to 18 above that of the week preceding the 
cold period. 

The surgery attendances of children under 5 years remained 
ilmost stationary throughout the three periods, but the number 
of schoolchildren (aged 5 to 14) who came to the surgery during 
the cold weather increased by 27% and then fell again. There 
was little change in the numbers of patients aged 15 to 24 who 
attended during the three weeks, but in the group of adults aged 
25 to 44 the numbers attending increased by 17 during the 
cold period and then fell to 8% above the earlier level The 
numbers of patients aged 45 to 64 who consulted at the surgery 
increased by 15% in the cold period, and then in the week follow- 
ing the cold spell they rose still further to 42% above the forme: 
level This increase was equally marked in both sexes. The 
proportion of old people aged 65 and over living on this estate 
is very small—about 3% of the total population—and the small 
number of patients in this age-group who attended the surgery 
(about 20) varied only slightly in the three periods. 

The results of this brief inquiry indicate that the severe 
cold weather brought about a marked increase in the volume 
of work in this practice. This showed itself at first in 
increased numbers of surgery attendances and later in an 
increase in the amount of home visiting. The groups of 
patients most affected were those aged 45 to 64, the school- 
children (aged 5 to 14), and the adults aged 25 to 44. 

These findings must be regarded as tentative and sugges- 
tive, but they demonstrate the need for further systematic 
studies along similar lines. We are grateful to the Director 
of the Building Research Station, Garston, for supplying the 
temperature records for this study.—-We are, etc., 

S. P. W. CHAVE. 

JANE COOPER. 

A. Scort. 

London. W.C.1 E. }. TRIMMER 
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Neostigmine-resistant Curarization 


Six,-Before your readers endorse Dr. T. Cecil Gray's 
letter (Journal, December 8, p. 1365), we would urge them 
to read Dr. P. A. Foster's article,’ which, according to 
Dr. Gray, “seems to have established beyond reasonable 
doubt” that p-tubocurarine may penetrate the blood-brain 
barrier in conditions of electrolyte imbalance. Perhaps we 
are unreasonable, but Dr. Foster’s paper seems to us to deal 
with situations which are so complicated that no clear and 
simple conclusion is possible.—We are, etc., 


M. H. ARMSTRONG DAVISON. 
E. A. 
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' Foster, P. A.. Brit. J. Anaesth., 1956, 28, 488 


Newcastle-upon-Tyne, 1. 


Sir,—In connexion with this correspondence, may I quote 
detajls of a very unusual case which effectively refutes any 
suggestion that a pure intracellular potassium depletion 
plays a significant part in prolonging the action of p- 
tubocurarine ? 

The patient was a woman aged 42 years. She was at first 
thought to have Cushing’s syndrome, but it was decided later 
that adrenal hypercorticism was more likely, and the adrenals were 
explored. On admission the serum potassium was only 1.3 mEq 
litre. During the pre-operative period, which lasted one month 
she received large potassium supplements, but much of the 
potassium was promptly lost in the urine, and it was only with 
difficulty, and intermittently, that the serum potassium could be 
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brought to the lower limit of normal. On the day of operation 

for subtotal adrenalectomy by the anterior route—the serum 
potassium was 2.9 mEq/litre. It was inferred from the above 
that an extremely low concentration of intracellular potassium 
existed This was confirmed by muscle biopsy, which revealed 
a potassium content of 34 mEq/kg. against the normal of 
97-107 mEq/kg. During operation, which lasted 2 hours 25 
minutes, a total of 75 mg. of p-tubocurarine was administered : 
30 mg. was given initially, and 1S mg. on three subsequent occa- 
sions, the criterion for further increments being the return of 
spontaneous respiratory activity. The only other agents used 
were thiopentone 300 mg and N,O/O, 60 : 30. Respiration was 
controlled throughout. Despite the enormous potassium deficit, 
the course of anaesthesia was uneventful. Atropine 1.2 mg. and 
neostigmine 2.5 mg. were administered after peritoneal! closure 
Full respiratory activity was present five minutes later and all 
signs of curarization had disappeared when the patient was 
rousable 20 minutes afterwards. 

Evidence for the profound state of potassium depletion at 
the time of operation is also given by the fact that, while 
the final outcome of adrenalectomy has been that the patient 
can maintain a normal serum potassium without any 
potassium supplement, the serum potassium did not return 
to normal until 14 days after operation, during which time 
she received a potassium supplement of 3,700 mEq. If a 
low intracellular potassium level had any influence in pro- 
longing relaxant action it would surely have been revealed 
here. 

The above details are given by kind permission of Dr. 
A. W. B. Edmunds, consultant physician, Darlington and 
Northallerton Groups of Hospitals.—I am, etc., 


Thirsk, Yorks. K. H. OLDFIELD. 


Sir,—I was most interested in the article by Dr. A. R. 
Hunter (Journal, October 20, p. 919). He deals with a 
problem which has been worrying me for the past year or 
two. In his discussion he raises the question of potassium 
deficiency. The theory that this is related to the production 
of the syndrome receives support in a recent article by Dr. 
P. A. Foster. The matter obviously demands the fullest 
investigation, but I feel that meantime the welfare of sub- 
sequent patients will best be served if we take the simple, 
if more humiliating, view that the condition results from 
one or more of the following factors: (1) Too much re- 
laxant—so tempting in the “ distended abdomen ™; (2) too 
much anaesthetic; (3) too much premedication; (4) too 
little resuscitation, I have seen a typical case (biliary peri- 
tonitis) dramatically recover full respiration following the 
rapid administration intravenously of a pint (500 ml.) of 
“ plasmosan.” The margin for error in the management of 
these cases is small indeed, and it should never be left to 
the comparatively inexperienced to anaesthetize them. 

The most important point is, of course, how to manage 
these patients. Clearly the present popular anaesthetic 
technique based on. large doses of relaxants and controlled 
respiration is dangerous, and it is as well to remember 
in this connexion that a drug inhaled is more controllable 
and more certain of elimination than one which has been 
injected. It is logical to conclude that the safest anaesthetic 
for these cases is one which is predominantly inhalational, 
the relaxant (of one type only) being used purely as an 
adjuvant, respiration never being totally abolished.—I 
am, etc., 

Dundee J. I. Murray Lawson. 

REFERENCE 
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Sir,—The recent correspondence in your columns over 
the matter of neostigmine-resistant curarization would seem 
to me to indicate a reappraisal of the value of curare and 
indeed of relaxants in general. The only two effects that 
can be claimed for these drugs are that satisfactory operat- 
ing conditions can be obtained very quickly and with a 
very simple technique. Even these advantages are by no 
means unchallengeable. 

The cost would appear to be a certain gross interference 
with the patient's physiology, the use of potent drugs of a 
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somewhat unpredictable nature, together with dubiously 
efficient antidotes, and the introduction of an altogether 
new horror into the operating theatre—namely, a conscious, 
pain-appreciating, but paralysed patient. The spinal, the 
epidural, the balanced anaesthesia with local blocks will all 
produce as good operating conditions without these risks, 
and I would suggest that in these frail and ill patients these 
techniques should be considered first. 

I have noticed in recent years that surgeons quite rightly 
say that where the benefit of the patient requires it time, 
sometimes a good deal of it, must be expended ; and I would 
plead that for the same reason time of affecting anaesthesia 
must give way to greater safety. After all, these cases 
which seem frequently to have died, despite all the care 
they have received, must have involved the theatre teams 
in an enormous amount of time as well as labour in efforts 
to resuscitate them.—-I am, ete., 

London, N.W.7 D. C. CLARK. 


Vaccination Technique 


Sir,-Recently I have been using a modified smallpox 
vaccination technique which may be of some interest. The 
skin is cleaned with ether and vaccinated in the usual manner 
by multiple pressure ; the lymph is blotted with a small pad 
of sterile gauze, and the area is immediately sprayed for a 
few seconds with “ nobecutane.” The film is allowed to dry 
before the clothing is replaced, no “ conventional” dressing 
being employed. The mother is told that she need not 
avoid washing the area, but that she should take care to 
avoid direct trauma when the vesicle appears. After one 
week the site presents the typical vesicle beneath the plastic 
layer; there is no maceration, the whole area being clean 
and dry. In most instances no further application is needed 
and the normal sequence of events follows without mishap. 
I believe there is much to be said for this method from the 
point of view of both convenience and sterility.—-I am, etc., 


London, N.11 NEvILLe DAvis. 


Herpes Zoster 


Sir,—All the preparations used in the treatment of per- 
nicious anaemia have had a vogue at one time or another 
in the treatment of herpes zoster. The information seems 
to be spread by conversation and by the correspondence 
columns of journals, as it does not appear to find a place 
in the standard textbooks, The uncritical way in which 
these preparations have been used in general practice is an 
indication of the desperate situation which confronts us 
when a patient does develop intractable post-herpetic pain. 

I have kept records of over 200 cases of herpes zoster, 
and the incidence of severe intractable post-herpetic pain 
was about 3%. Now, it follows that few general prac- 
titioners are going to see a sufficiently large number of 
cases to be able to dogmatize on the efficacy of any form 
of treatment when the incidence of real and persistent pain 
is so low; and, as a corollary, one could develop an en- 
thusiasm for any outlandish form of therapy, defending it 
in the 3% of poor results on the grounds that it had not 
been given soon enough. Finally, one of my established 
cases of pernicious anaemia who was having injections of 
vitamin By in maintenance doses of 100 “g. weekly devel- 
oped herpes zoster which was followed by pain of more 
than average severity and duration.—I am, etc., 


Kidsgrove. Staffs D. G. FRrencn. 


Preservation of Parasite Ova 


Sir,—In many books on clinical pathology the method 
advocated for preserving ova of parasites (cestodes, nema- 
todes, etc.) is usually formalin 3%. From my experience, 
I have noticed that the preservation does not last long. After 
a month or two the ova are either destroyed or their normal 
morphology is distorted, so I have used another method. I 
place the ova in a mixture of 1 oz. (28 g.) of faecal matter 
in 10-15 oz. (283-426 g.) of equal parts of glycerin and 
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normal saline. After two years I have found the ova wel! 
preserved and their morphology normal. Repeated examina- 
tions were done during these two years, and material was 
used for practical examinations in pathology for M.B., B.S. 
students at various times. I would like to know the results 
of other specialists working on preservation of ova.—I am, 
etc., 


Hyderabad, W. Pakistan SHAFI MUHAMMAD SHAIKH. 


Natural Childbirth 


Sik,- Though belatedly, | would like to add a few words 
of endorsement to Dr. Constance Beynon’s letter, “ Whither 
Natural Childbirth ? ” (Journal, February 19, 1955, p. 475). 
A lot has been said and written in a highly sentimental and 
even hysterical vein, both for and against the abolition of 
pain in childbirth, and the time has come when a balanced 
view should be taken of this problem when anaesthesia con- 
tributes a proportionately much larger share of maternal and 
foetal death. 

It is certainly the right of every woman to expect to go 
through pregnancy and deliver a healthy infant without any 
physical or mental damage. But it appears to me just as 
unreasonable to demand a labour completely devoid of pain 
as it would be to demand an incubator for the fertilized 
ovum in order to eliminate the discomforts of pregnancy. 
With our present-day knowledge of analgesics, together with 
complete faith in her accoucheur and an intelligent interest 
in the birth of a baby on the part of the mother, I feel that 
a normal labour and spontaneous delivery, far from being 
an unpleasant experience, can be a most exhilarating one. 
For these reasons I have always been interested in Dr. 
Grantly Dick Read’s teachings regarding natural child- 
birth, but of late, like Dr. Beynon, I have failed to see how 
such elaborate training programmes could lead to anything 
natural. 

It has always been my experience that a completely 
unsophisticated girl giving birth to her first baby will begin 
to use her own efforts instinctively to expel the baby as 
soon as full dilatation has occurred—at the most she will 
need a little encouragement from her attendant—whereas 
her more sophisticated sister, particularly if she has been 
through one of the programmes for training in natural child- 
birth, will need detailed instructions even to the point of 
demonstration before she can put her own efforts to a use- 
ful purpose. One most undesirable result of these training 
programmes appears to be a complete neglect of the 
important part that confidence in the accoucheur plays. 
Once a woman has undergone the training, besides having 
avidly digested all the medical notes in a number of lay 
magazines, she appears to consider herself an authority on 
childbirth of any sort whether natural or unnatural. She is 
then prepared to enter into long arguments with her doctor 
about every detail, from the type and amount of analgesics 
to the kind of suture material used for suturing the episio- 
tomy wound. Every hospital varies to some extent in minor 
details, and nothing can be more exasperating and unreason- 
able than to have to give explanation in detail to someone 
who has not had any medical training. I fee', like Dr. 
Beynon, that such detail is neither necessary nor desirable. 
Satisfactory explanations of the progress of pregnancy and 
the nature of normal labour can be given during routine 
antenatal examinations with very little extra expenditure of 
time. 

Much could be done towards the abolition of the fears of 
childbirth if a more personal contact could be maintained 
during the antenatal period with the doctor, student, or mid- 
wife who would eventually be » attendance during labour. 
Some of the money earmarked for natural childbirth 
programmes might very profitably be employed for making 
this personal contact possible. The time has come when a 
careful evaluation of the existing training programmes 
should be undertaken before vast sums of money and an 
unlimited amount of time are spent on them.—I am, etc., 


New Dethi, India. Sita Sen. 
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Degrees in Nursing 


Sir,-The Royal College of Nursing has noted with appre- 

ciation space given in your recent issues to its new state- 
ment on nursing policy, which discusses among other things 
the possibility of a university degree in nursing. I feel, 
however, that Dr. Rudolph Payne's letter (Journal, Decem- 
ber I, p. 1304) might lead, unwittingly, to some muiscon- 
ception of what the College council has in mind. “The 
council feels that there is a case for the establishment of 
a university degree course,” says the policy statement. This 
is perhaps not quite the same thing as being convinced 
that nursing to-day is a truly academic discipline and recom- 
mending university training lasting perhaps five years. 

The statement further makes clear that “it is not sug- 
gested that all nurses should have university training” or 
that this would be the only path to promotion. Rather 
it is regarded as one way of “ bringing into the profession 
more trained minds with a broad outlook,” and thus per- 
haps attractive to those who may find present training in- 
tellectually unsatisfying. Your correspondent’s query as 
to whether the less scholastic State-registered nurses would 
be thereby debarred from more responsible posts is further 
answered by recognition in the College statement that “ the 
true nursing qualities of practical skill, human understand- 
ing, and the all-important sense of vocation™ should be 
nurtured by training at all levels, and are not dependent 
on a university course. Elsewhere, the document suggests 
that prospects of promotion in each branch of nursing— 
for example, clinical, administrative, teaching—should be 
broadened and made “ sufficiently attractive to hold in that 
field those who are eminently suitable to remain in it.” 

Finally, your correspondent’s own alternative idea that a 
certain number of qualified nurses might proceed to the 
universities for further study has, in fact, not been over- 
looked by the College. “ There are graduates who take up 
nursing as a sequel to their university course,” says the 
document, “and some nurses who take a degree after they 
have qualified. These trends will no doubt continue—to 
the benefit of both the individual and the profession.” 

In case Dr, Payne's anxieties are shared by other readers, 
fostered perhaps by the speculation in your issue of Novem- 
ber 24 (p. 1228) as to whether the College wishes to breed 
a race of cultured administrators out of touch with ordinary 
working nurses, I would suggest that closer study of 
Observations and Objectives: A Statement on Nursing 
Policy' might dispel any such misapprehension. A_ uni- 
versity degree course for nurses has received the wide pub- 
licity which novelty is apt to elicit, but the proposal can best 
be understood in its context-—-as one among many made 
by the College to meet the national demand for adequate 
and efficient nursing service in relation to present social and 
economic conditions.—I am, etc., 

M. F. CARPENTER, 

London, W.1 Director in the Education Department, 


Roya! College of Nursing. 
RereRence 


' Observations and Objectives © A Statement on Nursing Policy, 1956. Royal 
Cotiege of Nursing 


Hyperparathyroidism and Steatorrhoea 


Sin,—My colleagues have asked me to reply to the in- 
teresting comments made by Drs. T. R. C. Fraser and 
B. E. C. Nordin (Journal, December 8, p. 1363) with re- 
spect to our paper on hyperparathyroidism and steatorrhoea 
(Journal, November 17, p. 1133). With regard to the bone 
disease in steatorrhoea, I will be convinced that this is 
entirely due to pure malabsorption of vitamin D when 
there is more evidence rather than opinions about this matter. 
I know of no valid objective evidence in favour of this 
simple theory. In the two references they quote one group’ 
used enormous parenteral doses (200,000 units daily) for 
routine treatment as if unconvinced by their own stated 
opinion, while the others’ believed that malabsorption of 
vitamin D explained only partly the metabolic derangement, 
calcium soap formation and other factors being also con- 
cerned. They also point out what we have ourselves also 
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observed: that the response to small parenteral (or oral) 
doses of vitamin D is greater in classical vitamin-deficiency 
osteomalacia than it is in cases with steatorrhoea. This is 
the “ obscure metabolic’ factor to which we alluded. These 
latter workers are very near to our own view of the matter. 
We must add here that to attribute the osteomalacia to 
faulty vitamin-D absorption due to steatorrhoea seems a 
little naive. In severe cases fat absorption may well be at 
least 50% of intake, and many of our cases of severe osteo- 
malacia have had fat absorptions of 85-90%. We are asked 
to believe that this minor quantitative abnormality alone is 
the cause of their becoming not only completely deficient 
on an adequate vitamin-D intake but also comparatively 
resistant to moderately high oral dosage. The vitamin-D 
absorption would have to be much less than 5% of intake, 
which would be wholly out of proportion to the fat absorp- 
tion defect. 

With regard to the enlargement of the parathyroids found 1 
human rickets, it is perhaps significant that the dates of the refer- 
ences they give are 1907° and 1921.‘ This was before any of the 
classical descriptions of metabolic bone diseases had been made: I 
too have been unable to find anything more recent on the subject. 
The evidence they quote from animals concerns chicks* and 
rats, both of which have different calcium and vitamin-D> 
metabolism from the human, The rickets in chicks, for instance, 
was stated to occur in the presence of normal calcium and 
phosphorus levels in the plasma.’ In rats, true vitamin-deficiency 
rickets does not occur. Rickets can only be induced experimen- 
tally on a vitamin-D-free diet if dietary ratios of calcium and 
phosphorus are also made grossly abnormal, and the parathyroid 
hyperplasia, when present, is related only to a chronic low plasma 
calcium level and not to the presence or absence of rickets.* 

The whole point of our paper was that, as the biochemical and: 
pathological evidence for secondary hyperparathyroidism in 
steatorrhoea was highly controversial, we were interested to ob- 
serve in our two cases independent radiological evidence believed, 
so far, to be specific for hyperparathyroidism. We are not aware 
that this has been described before, and believe it is a useful obser- 
vation since radiology is so simple. We further stated that our 
case 2 also showed biochemical evidence of the presence of a 
parathyroid tumour. The chief (I would be prepared to call it 
the only) argument in favour of this was the raised plasma 
calcium level. On our graph 3 we show no less than 24 read- 
ings of plasma calcium ranging (except for some additional im- 
mediate post-operative levels) from 11.2-12.8 mg./100 ml. Most 
of these were in-patient determinations done with the patient on a 
known constant diet and with the meticulous technical precautions 
always used in our metabolic studies. We discuss in our paper the 
reasons why the hypercalcaemia was only partly at times due © 
dihydrotachysterol administration. A reading of over 11 mg./ 
100 ml. is definitely abnormal under these circumstances: even 
10.5-11 is highly suspicious, and in a case of steatorrhoea low or 
low normal levels are the rule. These data were quoted by 
Fraser and Nordin in their letter in the following way: “ Their 
only evidence which suggests this [i.e., parathyroid tumour] 
is the possibly raised plasma calcium value of 11.4 mg./100 ml.” 
Our low urine calcium output occurring in the presence of hyper- 
calcaemia also worried them. It seemed explicable on the basis 
of the raised kidney threshold for calcium which is so well known 
to occur in nearly all cases of steatorrhoea. There was no plasma 
protein abnormality sufficient to explain the hypercalcaemia. 


We, too, were unsure for some time that the hyperpara- 
thyroidism of case 2 could not be suppressed with adequate 
vitamin-D dosage. We therefore gave for some months by 
mouth dihydrotachysterol in a dosage which was judged 
effective by the calcium balance study and by the fact that 
it further raised the plasma calcium by about 1 mg./100 ml 
This was an equivalent oral dosage to that successfully used 
to relieve our case 1. There was no need whatever to give 
parenteral vitamin D. We are well aware that calcium 
infusion tests are used to “ shut off” the parathyroid gland. 
In the paper of Fraser and Nordin’ interesting results were 
described when normals and patients with steatorrhoea and 
osteoporosis had their plasma calcium raised in this way 
from about 10 to 14 mg./100 ml. What do they expect us 
to have done with our case 2, who should, according to their 
(and our) views, have already “shut off” her own hyper- 
plastic parathyroid glands after many months (probably 
years) of hypercalcaemia ? If they wanted us to raise it 
further by 4 mg./100 ml. we would not have been enthusi- 
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astic. Their own work on parathyroid hyperplasia in 
steatorrhoea unfortunately assumes what they have got to 
prove. I await with more interest any results they may yet 
obtain with calcium infusions on cases with more authentic 
secondary hyperparathyroidism such as is found, for 
instance, in renal failure. We would also appreciate a 
reference (which they failed to give) to the paper suggest- 
ing that autonomous functioning parathyroid tumour may 
develop from the secondary hyperparathyroidism of glomer- 
ular failure. We have not read this. The general idea 
behind such suggestions is rather obvious. Positive evidence 
would again be more useful. 

In conclusion, it may be that in our case 2 the presence 
of two normal-sized parathyroids with one five times normal 
and one thirty times normal was consistent with secondary 
hyperplasia. On the face of it, however, some may think 
this unlikely ; or would at least prefer first to look down 
our microscope, especially before quoting our findings of 
two chief cell adenomas as being “ composed mostly of chief 
cells.” Our case 2, by the way, is now symptom-free in 
full-time employment with no radiological signs of hyper- 
parathyroidism. For the time being we have stopped her 
oral vitamin D. Her plasma levels on October 22, 1956 
(mg./100 ml.), were calcium 9.7, phosphorus 3.3, and her 
alkaline phosphatase 6.4 K.-A. units. 

Please forgive us the brevity of our paper with conse- 
quent inadequate discussion. This is not entirely under our 
control.—I am, etc., 


London, W.C.1. C. E. DENT. 
REFERENCES 
' Snapper. 1., Seely, R., Falk, S., and Feder, I., Ann. intern. Med., 1954, 
41. 893 
2 Badenoch, J.. and Fourman P., Quart. J. Med., 1954, 23, 165. 
* Erdheim, J., S.B. Akad. Wiss. Wien, 1907, 116, 311. 
* Pappenheimer, A. M., and Minor, J.. J. med. Res., 1921, 42. 391. 
* Higgins, G. M., and Sheard, C., Amer. J. Physiol., 1928, 85, ; 
* Ham, A. W. Littner, N., Drake, T. G. H., Robertson, E. C., and Tisdal!, 


F. F.. Amer. J. Path, 1940, 16, 277. 
Nordin, B. E. C., and Fraser, R., Clin. Sci., 1984, 13, 477. 


Burns and Hydrocortisone 


Sir,—I have had samples of hydrocortisone ointment 
combined with an antibiotic from various firms, and had 
one of these in my pocket when my maid burned her arm 
on the frying-pan. Results of application were little short 
of miraculous, and I have subsequently used the stuff on 
two cases of very nasty second-degree burns. Routine: 
lesion washed with 2% cetrimide ; blisters opened and dead 
skin removed ; smear of ointment applied; light covering 
of dry gauze (one lesion on the face I left uncovered). On 
next inspection, 14-18 hours later, the lesions were dry 
and clean. Ointment was reapplied daily for three days, 
and further treatment was unnecessary. 

I have seen no reference in the literature to the use of 
hydrocortisone-antibiotic ointment for burns, and would be 
most interested in the result of a controlled trial, which I 
have not the opportunity of carrying out myself. My own 
very limited experience suggests that the use of these oint- 
ments may prove a revolutionary improvement in the treat- 
ment of burns.—I am, etc., 


New Romney, Kent. E. Letser Lonpay. 


Telephone Manners 


Sir,—Mr. Kenneth Wilson (JJournal, December 8, p. 1367) 
is probably unaware that to avoid the circumstances he 
deplores a medical committee in his group recently asked 
for telephone points, for a movable instrument, to be fixed 
in each of four consulting-rooms, as the only existing tele- 
phone was in sister's office on the ground floor. The request 
was refused by the group secretary, but a second telephone 
was supplied and fixed in an anteroom (shortly to be a 
bathroom) on the first floor. This helped nobody, as it is 
still necessary to leave the consulting-room when making 
or answering a call. If we then wait for a sometimes in- 
competent operator to complete the call a lot of time is 
wasted and patients inconvenienced—or else we go back 
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to our work and, as Mr. Wilson says, show discourtesy to 
the colleague we are calling. 

The group secretary and his minions each have a tele- 
phone on their desks. Like so many things requisitioned 
from the medical side, the improved facilities were refused 
on grounds of expense. Yet the wife of a lay officer of 
group headquarters, who attended out-patients, was embar- 
rassed by having to carry a pot of urine, so several hundred 
pounds are to be expended on building a new lavatory. It 
is regrettable that in the Health Service administrative 
bamboozle is often not correlated with medical expediency. 
—I am, etc., 


London, W.1. Davip ERSKINE. 


Tranquillizers 


Sir,—-I believe that Dr. H. J. Pratap’s letter headed 
“ Tranquillizers ” (Journal, November 10, p. 1116) must 
have shocked a great many of your readers. It is surely 
a terrible expression of the uneasy thought which must 
often enter our minds as we prescribe such sedatives—i.e., 
that many of these drugs not only quieten the physical fear 
or mental stress but also put to sleep the conscience which 
enables us to differentiate basic wrong from right. 

I have long felt that an investigation should be made into 
the possible part played by the habitual use of sedatives as 
a cause of accidents on the road or in industry. Is it time— 
as Dr. Pratap’s letter indicates—that we thought more seri- 
ously of the part which we may be playing in the spiritual 
disasters involving such a tragically high percentage of the 
young people of to-day? “Sin is an attempt to control 
the immutable and unalterable laws of everlasting Righteous- 
ness, Goodness, and Truth upon which the Universe de- 
pends * (Benjamin Whichcote, 1609-83). Are we thought- 
lessly using drugs which, by their anti-moral action, “ con- 
trol or hinder” the guidance of our daily actions by a 
normal conscience ?—I am, etc., 


Kendal OLIVE CAPPER-JOHNSON. 


Temporary Thrombotic State 


Sir.—I was greatly interested in your annotation on the 
temporary thrombotic state (Journal, December 1, p. 1292). 
The finding by my colleagues and myself of measurable 
fibrinolytic activity in the blood of healthy people who had 
not been subjected to any kind of stress,’ * due to a factor 
whose lability’ had no doubt been responsible for the failure 
of previous workers to find such activity, encouraged us to 
speculate about its possible anti-thrombotic function. Our 
speculation agrees with that of Nolf.*| The principal diffi- 
culty of the hypothesis has been that the fibrinolytic activity 
we have thus far been able to demonstrate is of a low order. 
Except in some patients with cirrhosis of the liver,’ and 
some with tricuspid incompetence, fibrinolysis of an un- 
diluted blood clot has not been observed. Lysis of undiluted 
plasma clots made from healthy subjects has taken from 
36 hours to 10 days.* The difficulty may be less formid- 
able than it seems, because it has been shown that fibrin 
clot will absorh “ labile fibrinolytic component ” from blood 
and plasma in vitro. If this happens in vivo deposited 
fibrin might be expected to absorb the labile component 
from circulating blood which would result in rapid fibrino- 
lysis. 

Furthermore, very moderate exercise, such as walking half 
a mile, will greatly augment natural fibrinolytic activity.’ 
Conversely, I have recently found that natural fibrinolytic 
activity falls to a very low level during sleep. In addition 
to the effect of stasis. this very sensitive “ariation of fibrino- 
lysis with the physical activity of everyday life may be 
related to the findings of J. N. Morris and his colleagues’ 
about the incidence of coronary thrombosis in active and 
sedentary workers. My hypothesis—and at present it is no 
more than a hypothesis—is that on all but the most healthy 
arterial walls fibrin is being continually deposited from the 
slow-moving part of the blood in contact with the vessel 
wall, and that its removal is governed by the natural fibrino- 


1548 Dec. 29, 1956 


lytic mechanism Emphasis at present is centred on the 

role of fats in the coagulability of the blood, but it may 

be that the removal of coagula is also of importance.—I 

am, etc., 

Gloucester G. R. FEARNLEY 
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Vagotomy for Duodenal Ulceration 


Sin,—In reply to the letter of Mr. P. G. Bevan and his 
colleagues (Journal, December 8, p. 1366), 1 would like to 
state that in 1950 I planned a nation-wide review of the 
results of vagal nerve section in the treatment of chronic 
duodenal ulceration This work was undertaken by Mr 
A. V. Pollock, and the results were later published.’ In 
this series there were 589 cases of chronic duodenal! ulcera- 
tion treated by vagotomy without gastric drainage and 499 
cases treated by vagotomy and gastro-enterostomy. | 
planned to follow this series of 499 cases until ten years 
after the operation and to report on them at five years and 
at eight Mr. J. A. Lloyd Davies undertook the five-year 
review. Unfortunately this series came down to 198 at that 
time, as some surgeons wished to study their own cases 
Professor Stammers and his professorial unit very kindly 
gave us every assistance, and of the 198 cases 13 were from 
this unit, and they are in fact, | imagine, the same cases 
reported by Slaney* (Lancet, August 4, 1956). There has 
been no selection of cases as suggested by Mr. Bevan in his 
recent letter. Mr. Lloyd Davies did not concern himself 
with the operation of vagotomy without gastric drainage, 
and all the Birmingham cases of vagotomy and pyloroplasty 
and vagotomy and gastro-enterostomy done for chronic 
duodenal ulceration were included in his report 

1 was indeed surprised to find the Birmingham workers 
conclude that vagotomy and gastro-enterostomy was a bad 
operation on a series of approximately ten cases I can 
now state that in our series of 198 cases collected in 1950 
the proved recurrence rate at 7-9 years after the operation 
remains at 5.6 the same figure as Mr Lloyd Davies 
found at five years. We must remember, too, that these 
operations were done at a time when most surgeons in the 
country were doing it badly and were leaving, without doubt, 
nerve trunks undivided in cases where the vagus nerves were 
present in more than a single trunk. I hope that the eight- 
year results of this series will be published before very long 
and that the ten-year results will be published within two 
years. The operation of vagotomy and gastro-enterostomy 
was placed in its coffin by most of us in 1950, but not one of 
us has been able to find the nails with which to secure the 
lid.—I am, ete., 


London, W.6 Haro_p Burar. 
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Sir,—I feel I must emphasize that the series of 91 cases 
with peptic ulcer reported on by Mr. G. Slaney, Mr. P. G 
Bevan, and Mr. B. N. Brooke’ consisted of patients with 
duodenal, or gastric, or anastomotic ulcer, and they were 
treated cither by simple transabdominal or transthoracic 
vagotomy, or by vagotomy combined with gastro-jejuno- 
stomy, pyloroplasty, or partial gastrectomy. The review 
which I recently carried out for the Dan Mason Research 
Foundation (Journal, November 10, p. 1086), however, con- 
sisted solely of patients with duodenal ulceration treated by 
vagotomy combined with gastro-jejunostomy or pyloro- 
plasty. Through the kindness of the professorial depart- 
ment of surgery at Birmingham, I was enabled to follow 
up the 16 of their cases which came into this category, and 
they therefore are the only patients who feature in both 
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reports. In this small group I found two cases of stomal 
ulceration following vagotomy and short-circuit for duo- 
denal ulcer. These are included in my total of 17 (5.1%) 
patients with recurrent ulceration (and not 13 as incorrectly 
quoted by your correspondents in the Journal of Decem- 
ber 8, p. 1366) 

I would also like to point out that the figure of 28.2° 
of patients with recurrence found by Mr. Bevan, Mr. Brooke, 
and Mr. Slaney was made up of 18 recurrences out of 65 
cases treated by simple vagotomy, and 6 recurrences out of 
20 cases treated by vagotomy combined with a drainage 
operation or partial gastrectomy. These two groups are 
small in number and each also contains differing primary 
lesions and varying surgical procedures. Furthermore, the 
standard error of proportions between these groups is the 
large figure of 11.5%. I do not think, therefore, that any 
statistically significant conclusion can safely be drawn from 
their series, especially in so far as the results of vagotomy 
combined with gastro-jejunostomy or pyloroplasty are con- 
cerned, when this was used purely in the treatment of 
duodenal ulceration. 

Although insulin test meals in the Dan Mason research 
series showed incomplete vagal section in the majority of 
patients with recurrent ulceration, I do not think that this 
test is of any prognostic value, for many patients with such 
evidence of incomplete vagotomy remained quite well. Also 
like Mr. Brooke,’ I found that the insulin test meal tended 
to revert to normal as time passed after operation. I think 
that the same considerations also apply to the “ battery’ 
of tests described by your correspondents, for none of these 
give a true quantitative value for gastric secretory capacity. 
Further investigation of gastric function after vagal section 
must, I feel sure, employ the augmented histamine test of 
maximal gastric secretory capacity described by Kay.’ 

I would like to reiterate that the recurrence rate of 5.6 
which I found in 198 patients with duodenal ulcer treated 
by vagotomy and gastro-jejunostomy is not, in my opinion, 
sufficiently high to completely contraindicate this operation. 
and that its advantages justify its use in females, poor-risk 
cases, and patients with large calorie intake requirements 
Nevertheless, the possibility of further late recurrence does 
exist. I consider therefore that “the final decision whether 
the better clinical results of vagotomy and gastro-jejuno- 
stomy in these cases justify its general use in the surgical 
management of duodenal ulceration must, however, await 
the determination of the true recurrence rate of this pro- 
cedure.” 

It is with pleasure, therefore, that I understand that, 
through the generosity of many surgeons, a year-to-year 
survey of the Dan Mason research series still continues. | 
feel sure that it is from this kind of long-term follow-up 
that the elective surgery of duodenal ulceration will be made 
clear.—I am, etc., 

Elstree, Herts. J. A. Litoyp Davies. 
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Medical Relief Appeal 


Sir,—I have for some time suffered a sense of disillusion- 
ment about my colleagues in the medical profession. One 
of the chief reasons for this has been their apathy about 
the continuation of hydrogen bomb tests. I have scanned 
the columns of the correspondence of this Journal in vain 
for letters which indicate that our profession cares about 
the possible effects of these tests on future generations. Yet 
no doctor can be unaware of the tragedy which the birth 
of a mentally or physically handicapped child means to its 
parents. Is it politics or sheer lack of imagination which 
has prevented our profession protesting unanimously ? 

Now I see that there are members of the profession 
dragging politics into an honest appeal for contributions for 
medical relief in. Hungary and the Middle East. I refer 
to the appeal by the Medical Association for the Prevention 
of War (Journal, November 17, p. 1173). This entirely non- 
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political association, to which I belong (although I am 
writing as an individual doctor), stands for exactly what it 
says—it condemns war as a solution to the problems which 
confront us to-day. Do the objectors to this appeal infer 
that, because fewer people were injured and rendered home- 
less in Egypt, they therefore do not require aid? Or that 
the cause should make us withhold aid ? 

I have attended many committee meetings of the associa- 
tion in question, and I can vouch for the fact that politics 
have played no part in its aims. But the letters of these 
objectors stink of politics and contain none of the humanity 
and compassion for human life and suffering which one 
would expect even the meanest member of our profession to 
have.—I am, etc., 

Dunmow, Essex. WINIFRED COPPARD. 


Aetiology of Chronic Alcoholism 
Sir,—As a student of substances other than disulfiram 


causing distaste, disinclination, or dislike for alcohol,' I 


would like to draw attention to Dr. C. P. Richter’s recent 
work” showing that rats made hyperthyroid by adding 
thyroid powder to their food lost all appetite for alcohol. 
He also found that rats made hypothyroid by removal of 
the gland may develop an increased appetite for alcohol. 
In order to determine to what extent a similar relationship 
exists in man, he inquired from physicians and surgeons 
“how often hyperthyroids are alcoholics ; how often alco- 
holics are hyperthyroids. It was found that hyperthyroids 
are rarely ever alcoholics; in fact one surgeon who has 
treated many hyperthyroids had not seen one that he thought 
might be alcoholic. Likewise it was the general opinion 
that alcoholics who are hyperthyroids are rare.” With the 
obvious provisos, Richter suggests it might follow that in 
man treatment with thyroid preparations might help alco- 
holics through reducing their appetite for alcohol. 

Now Dr. Eliot Slater, in reviewing Oskar Diethelm’s 
Etiology of Chronic Alcoholism (Journal, December 8, 
p. 1352), writes: “About a quarter of the patients them- 
selves, Professor Bleuler thought,’ showed evidence of endo- 
crinological abnormalities such as a tendency to hyper- 
thyroidism.” Lest it be thought that as much as a quarter 
of the 100 American and Swiss alcoholics examined by 
Bleuler had a tendency to hyperthyroidism, I would mention 
that, at the most, seven of the above showed such tendency 

-I am, etc., 

Oxford H. PuULLAR-STRECKER. 
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Hypnosis in the Casualty Department 


Sir.— Dr. L. Goldie outlines the value of hypnosis in the 
casualty department (Journal, December 8, p. 1340), but 
maintains that “few references are to be found in its use 
in a general hospital.” Undoubtedly some form of hypnosis 
was known and used in the “hospitals” by the priest- 
physicians of ancient Egypt and in the sleep temples of 
classical Greece.’ Hypnosis (described under the term 
animal magnetism) in minor surgery was first described by 
Bell’ in 1792. In 1829 Cloquet, a French surgeon, operated 
with its use. and Ward" used it extensively in 1842. Braid* 
published several articles on the use of hypnosis in minor 
surgery, and Esdaile’ described over 1,000 successful cases 
of minor operations in a general hospital in Calcutta. He 
trained Indian orderlies to do the hypnotizing for him. 

Elliotson published a journal describing hundreds of sur- 
gical procedures in detail," and the London Mesmeric In- 
firmary in Fitzroy Square, in 1850, employed four doctors. 
In 1892 Grossman’ successfully treated eight cases of frac- 
tures and dislocations, inducing hypnosis on the day they 
were admitted to hospital for operation. A paper read in 
1951 described the hypnotic treatment of 50 children in a 
general hospital," and recently there have been others. Dr. 
Goldie’s technique is so simple it suggests that every house- 
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surgeon could succeed with the manceuvre. It seems there- 
fore strange that Bramwell,’ a master of the art, stated : 
“.. . Many preliminary attempts are necessary. . . . Hyp- 
nosis never becomes deep enough for operative purposes. 
Suggestive anaesthesia can only be induced in about 10% of 
those hypnotized.” Dr, Goldie’s paper offers a fascinating 
field for experiment in the future.—We are, etc., 
GORDON AMBROSI. 


London, W.1. GEORGE NEWBOLD. 
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Sir,—I have been trying to imagine the state of affairs 
which would exist if we took literally Dr. L. Goldie’s sug- 
gestions that hypnosis should be more widely used in 
casualty departments (Journal, December 8, p. 1340). A 
series of highly trained psychiatrists would be on duty 
throughout the 24 hours to take patients as they arrived 
into a quiet, darkened side-room where suitable forms of 
suggestion would be offered them, Some would emerge 
to enter a channel for those angrily refusing such a demand 
for the surrender of their will and preferring the more 
orthodox forms of pain relief. Others would be wheeled, 
or preferably walk with a trance-like step, to the rooms 
where their treatment could be applied without pain or 
protest. They would return to the little room to be in- 
structed to wake up and to forget all that had transpired. 
Requests for a repeat performance of the pleasurable ex- 
perience would in most cases be politely refused. A final 
suggestion would be offered that no question of legal action 
regarding the absence of consent or the blank in their 
memory would ever enter their minds.—I am, etc., 


Watford. H. F. Lunn. 


Cortisone and the Defence Mechanisms 


Sir,—In their instructive article, “ Effect of Cortisone on 
the Defence Mechanisms of the Body” (Jor “al, October 6, 
p. 800), based on animal experiments, Professor T. Nicol 
and his colleagues have concluded that, because of the 
depression of the defence mechanisms, cortisone should be 
given “locally rather than systemical‘y.” A_ clinician 
would agree with their observations, but he should, how- 
ever, not deduce that cortisone and the allied drugs have 
no value in the treatment of infections. On the contrary, 
these drugs reduce the inflammatory reactions to a pro- 
found degree and also produce antitoxic effects ; hence their 
efficacy in the treatment of severe infections. The adrenal 
cortex, of which cortisone is one of the products, copes 
with the infections and _ intoxications. Waterhouse 
Friderichsen syndrome, caused by adrenal apoplexy, is 
precipitated by overwhelming infections, and cortisone is 
the life-saving drug. 

Corticoids (in conjunction with suitable antibiotics) have 
shown miraculous results in the treatment of surgical and 
non-surgical infections of unusual severity. Surgeons who 
would not dare operate have done so successfully on cases 
of acute peritonitis associated with hypotension after admini- 
stration of intravenous hydrocortisone. I have limited ex- 
perience of two such gravely ill patients. Kinsell,’ who has 
considerable experience of such desperate cases, is of the 
view that short-term administration of these drugs will not 
interfere with the formation of specific immune substances. 

-I am, ete., 

Lucknow, India. Hart VAISHNAVA. 
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Obituary 


ROBERT WARTENBERG, M.D. 


Dr. Robert Wartenberg, emeritus professor of neuro- 
logy at the University of California Medical School, 
died in hospital at San Francisco on November 16, aged 
69 

Robert Wartenberg was born at Grodno, Russia, on 
June 19, 1887, and studied medicine in Germany, gradu- 
ating at the University of Rostock in 1919. After holding 
a number of appointments in German universities he 
became assistant to Professor Otfrid Foerster, of Breslau, 
in 1924. Two years later he visited the U.S.A., England, 
and France as a Travelling Fellow of the Rockefeller 
Foundation On his return to Germany he became 
physician-in-chief and associate professor of neurology 
and psychiatry in the University of Freiburg. Becom- 
ing a refugee from Nazi Germany in 1935, he joined 
the staff of the University of California in the following 
year, eventually being appointed professor of clinical 
neurology at the medical school. The author of many 
papers on neurological subjects—including one pub- 
lished in this Journal in 1952 on the head-dropping test 

he had completed his fourth book, Newritis, Sensory 
Neuritis, and Neuralgia, just before his death His 
other books were Examination of Reflexes (1945), Hemi- 
facial Spasm (1952), and Diagnostic Tests in Neurology 
(1953) 

Dr. Macponatp Critcniey writes: The death of Dr. 
Robert Wartenberg will be mourned by neurologists in Great 
Britain as well as in his adopted country. Leaving his aca- 
demic appointment in Freiburg-im-Breisgau in 1933, he went 
to the U.S.A., where, through the generous intervention of 
nfluential neurologists, he found sanctuary in the University 
of California. From his clinic in San Francisco he main- 
tained a wide correspondence with colleagues all over the 
world. His main interests were literary and historical, and 
he was scrupulous in tracing medical priorities and origins. 
This perfectionist drive led him at times into trouble, for 
he became notorious as a trenchant and hypercritical re- 
viewer whose strictures often caused serious offence. This 
was an unfortunate trait, for his verbal violence was really 
quite at variance with his warm and generous personality 
Wartenberg’s own contributions to neurology were highly 
finished miniatures, small masterpieces, which testified 
to his very great skill as a clinical observer. He was largely 
a loyal disciple of his old friend Bing, of Basle. As a teacher 
he was quite outstanding and could be compared with some 
of the great exponents of the British school of clinical neuro- 
logy Undergraduate students held him in the verv highest 
admiration, but also in personal esteem on account of his 
qualities of benevolence and drollery. Despite the ill-health 
which troubled the last few years of his life, Wartenberg 
revisited the Continent and renewed contacts with old 
friends He was particularly touched by the amend 
honorable shown by his former university, which appointed 
him a visiting professor; while the German Neurological! 
Society accorded him an honorary membership. He became 
clinical professor of neurology in the University of Cali- 
fornia in 1952, and played a conspicuous part in founding 
the American Academy of Neurology 


Dr. S. H. Wappy, who had practised at Huddersfield for 
many years, died at Bournemouth on November 21, aged 62 
Sidney Hill Waddy was born on April 20. 1894, at Prescot. 
Lancashire, where his father was a Methodist minister at 
the time, and he was educated at Thorne Grammar School. 
In the year 1911 the family moved to Coatbridge, where 


- large practice 


Sidney Waddy began to earn his own living and to work 
as a dental mechanic. Through his own efforts he made 
his way through the Glasgow medical and dental schools and 
was partly qualified when war broke out. In 1916 he volun- 
teered for the Royal Navy and joined as a surgeon proba- 
tioner. In 1919 he was granted a year’s leave to return and 
qualify This he did, taking the Scottish triple diploma. 
Six months later he also qualified as a dentist by taking 
the L.D.S.R.F.P.S. He then returned to the Royal Navy, 
in which he served for something over a year before being 
demobilized. After working for a time as a locumtenent, 
he married Miss Emmie Townend, of Goole, and in 1923 
settled at Berry Brow, Huddersfield, where he built up a 
An able obstetrician, he took the F.R.F.P.S. 
(Glasgow) in this subject in 1922 and the M.M.S.A. (Lon- 
don) in 1940. The extra work which his midwifery practice 
entailed probably contributed to the cardiovascular disorder 
which finally caused his death. He never, however, lost his 
love of the sea, taking many of his holidays as a ship 
surgeon. During the second world war the only holiday 
he took was to cross the Atlantic as ship surgeon in the 
{quitania in 1943, at the height of the submarine menace. 
Soon after the end of the war he decided that he would not 
join the National Health Service and retired from general 
practice. This gave him the opportunity of returning to 
sea again, and during the next few years he travelled to 
New Zealand, Australia, Canada, the Amazon, and various 
other parts of the world, until he had a breakdown in 1950, 
when he was advised to take things easily. This last piece 
of advice was of the sort that he never could take, and he 
still obliged general practitioners by acting as a locumtenent 
and helping them out with their work until he retired to 
Bournemouth in 1954, when in spite of increasing disability 
he still looked after his own garden and refused to treat 
himself as an invalid. Always generous, kind, and con- 
siderate, he made an ideal family doctor, and it is note- 
worthy that eight years after he ceased practice he received 
an illuminated address from a grateful family in Hudders- 
field. He was well read, much travelled, and had many 
interests. Though his death was not unexpected, it was 
mercifully sudden. He is survived by his wife ; a son, Dr 
George Waddy, who is at present at the Northampton 
General Hospital ; and a daughter. 


Dr. ArTHUR E1ser, who died on November 25 at the 
early age of 46, came to this country with his wife, also a 
doctor, just before the second world war as a refugee from 
Nazi oppression in Czechoslovakia. Arthur Eiser was born 
at Covasna on November 4, 1910, and graduated M.D. at 
the University of Prague in 1935. When he first arrived in 
England, and before his name could be placed on the 
British Medical Register, he had to support himself by 
manual work, which was not made easier for him by an 
attack of poliomyelitis in early youth. Later he entered 
the tuberculosis field, and early in the war was appointed 
to the medical staff at Colindale Hospital; in a compara- 
tively short time he was made deputy medical superinten- 
dent. This early promotion was a tribute to the rapidity 
with which he acquired the English idiom, both in word 
and in thought, and his unruffled nature and sound common 
sense were invaluable in dealing with the problems of sana- 
torium patients at this difficult time. He continued thus 
until the end of the war, but his mind was constantly fixed 
on the day when he could go back and help to rebuild his 
native land; and there he returned at the earliest possible 
moment in 1945. He was soon appointed medical super- 
intendent of one of the largest sanatoria in Czechoslovakia 
and settled down to what seemed an assured future, but 
only four years later, with the introduction of the com- 
munist régime, Eiser again found himself a refugee, and 
with difficulty escaped with his wife and infant daughter to 
this country once more. Fortunately he was able to find 
a locum vacancy at Colindale, and in due course was 
appointed assistant physician to the Hounslow chest clinic, 
the post he held at his death. Eiser was not the erudite 
type of theoretical physician and he published little, but he 
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was distinguished by the practical humanity of his outlook, 
his work being always carried out conscientiously, capably, 
and with good humour, so that the cliché, “ He was very 
popular with both patients and staff,” was indeed true in 
his case. His obscure and painful fatal illness, bravely 
borne, has come as a shock to his many friends working 
in the chest service of the North-west Metropolitan Region, 
and deep sympathy from them goes out to his widow and 
daughter.—W. E. S. 


The death occurred on November 26 at his home at 
Hamilton, Lanarkshire, of Dr. J. Hume PaTtrerson, who 
was county medical officer of health for Lanarkshire for 
some years between the wars. He was 85 years of age 
Joseph Hume Patterson, who was born on August 10, 1871, 
took the Scottish triple qualification in 1907 and forthwith 
entered the Scottish public health service. His first appoint- 
ment was that of senior assistant bacteriologist to Glasgow 
Corporation, and in 1908 he joined the county staff as 
bacteriologist for Lanarkshire. Four years later he took 
the D.P.H. of the Scottish Royal Colleges, and became 
senior assistant county medical officer, and in 1925 was 
appointed county medical officer in succession to the late 
Dr. John T. Wilson. During the first world war he served 
in the R.A.M.C. in German East Africa, where he organized 
a laboratory service and had general control of the public 
health of the area. After the war he was elected F.R.F.P-S. 
in 1920, and up to the time of his retirement from the post 
of county medical officer in 1936 he examined in pathology 
for the F.R.F.P.S. and in public health for the D.P.H. at 
Edinburgh and Glasgow. After his retirement from the 
staff of the county council he was appointed professor of 
public health in St. Mungo’s College, Glasgow, a post he 
filled with distinction for some ten years. He was an 
enthusiastic golfer and a life member of the Hamilton Golf 
Club. Predeceased by his wife in 1940, he is survived by 
a married daughter 


Dr. MarGaret H. Mutcn (Mrs. Joun McCorr) died with 
tragic suddenness at her home in Dundee on December 3, 
at the early age of 33 and less than five months after her 
marriage. Margaret Helen Mutch, a daughter of the manse, 
was born near Inveraray, on March 6, 1923, and was 
educated at St. Leonard’s School for Girls and at St. 
Andrews University, where she graduated M.B., Ch.B. in 
1945. After graduation she held resident posts in Hull, 
York, Birmingham, and at Ballochmyle Hospital, Ayrshire. 
She obtained the D.C.H. of the English Royal Colleges in 
1948. After two years as medical registrar at Victoria Hos 
pital, Kirkcaldy, she was appointed in 1952 to the Tuber- 
culosis and Chest Unit, Bangour General Hospital, West 
Lothian, leaving there to get married last July. While 
at Bangour she was especially interested in children, and was 
responsible for much of the early B.C.G. work in the coun- 
ties of West and Mid-Lothian, where she will long be 
remembered. She was a good clinician, wise beyond her 
years, and beloved and trusted by her patients. Invariably 
she undertook the hard work and responsibility entrusted 
to her with cheerful competence. Blessed with good looks 
and an attractive personality, Margaret Mutch made friends 
wherever she went, and her loss is a very personal one to all 
her former colleagues. The sympathy of all who knew her 
is extended to her husband, parents, and brother in their 
deep sorrow.—G. J. S. 


Dr. C. F. France died at his home at Wigan on Decem- 
ber 4 at the age of 87. Charles Frederic France was born 
on June 13, 1869, and was educated at Clifton College and 
at Owens College, Manchester. He qualified in 1893 and 
soon afterwards settled in Wigan, where he was to prac- 
tise for over 50 years, delaying his retirement until the end 
of the second world war. He held office as vice-chairman 
of the Wigan Division of the B.M.A. and sat as a county 
magistrate from 1909 to 1939, being chairman of his rota 
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for many years. He is survived by his wife, a daughter, and 
a son, Dr. C. S. France, who carries on the family practice 
in Wigan. 

A. K.W. writes: I had the privilege of working with 
Dr. C. F. France in the last 10 years of his active partici- 
pation in general practice. His tall, stooping, spare figure, 
formally clothed in black, his rather abrupt manner, and 
his patent kindly affection for his patients were all charac- 
teristic of the Victorian family doctor at his best. 


Flight Lieutenant NaTHAN Gee died suddenly at Singapore 
on December 5 at the age of 30. Nathan Gee was born on 
September 19 and was educated at Christ's College, Finchley, 
and at St, Catherine’s College, Cambridge. From Cam- 
bridge he went on to Guy’s Hospital and qualified M.R.C.S., 
L.R.C.P. in 1951, taking the degrees of M.B., B.Chir. in the 
following year. After holding house appointments at the 
general hospitals at Ipswich and Margate, he joined the 
R.A.F, and had volunteered to stay in the Service after 
his period of national service was completed. 


A. M.A. writes: Nat Gee’s vitality and his great personal 
charm won him a wide circle of friends, who will find his 
sudden deat from poliomyelitis a grievous loss. He parti- 
cularly delighted in, and excelled at, outdoor sports, while 
his boundless enthusiasms for clinical work gave promise of 
future success in the career in Canada which he was already 
planning after demobilization. He married in 1953, and 
deep sympathy will be felt for his widow and son and for 
his parents and sister. 


The obituary of Dr. Louis FinpLay was printed in the 
Journal of November 24 (p. 1243). 


F. M. and J. M. write: May we, two refugee doctors, add 
a few lines to the obituary of this lovable, cheerful, and 
most loval of friends? It is almost exactly 22 vears since 
we first met in a Flemish youth hostel, and we:have been 
able to watch his brilliant career ever since, from the 
holiday camp for diabetic children in Surrey to Great 
Ormond Street and a vear’s work in the U.S.A. These were 
the beginnings of a life’s work devoted to refugees of all 
nationalities, creeds, and colours, We remember his friend- 
ship with the late Miss Simmonds, the dietitian at Hammer- 
smith Hospital ; his love of Mozart ;: his genius for getting on 
with strangers, gaining their respect, then their trust and 
affection. Car we. who owe everything to Louis Findlay 
and his father, speak on behalf of countless thousands from 
the camps of Germany, Italy, and the Middle East? We 
shall never forget him. 


G. R. H. writes : By Louis Findlay’s death, so soon after 
that of his colleague Norman Begg. the World Health 
Organization loses another devoted British servant in whom 
the health problems left by the war evoked unsuspected and 
remarkable talents as an international health administrator. 
His gentle manner and quiet twinkling humour clothed an 
incisive mind and a capacity for shrewd judgment and firm 
decision. His calm heroism in the face of a long illness 
aroused deep admiration in his friends and deep grief as 
they realized what the outcome would be. He was a very 
warm and lovable man 


The Services 


Lieutenant W. B. Shardlow, R.A.M.C., has been mentioned in 
dispaiches in recognition of services in Cyprus. 

Major-General E. P. N. Creagh, C.B., late R.A.M.C., has been 
appointed Colonel Commandant, Royal Army Medical Corps, in 
succession to Major-General J. M. Macfie, C.B., C.B.E., M.C., 
tenure expired. 

Colonel J. B. Forsyth, T.D., R.A.M.C., T.A., has been ap- 
pointed Honorary Colonel 52 (L) Division, R.A.M.C., T.A., in 
succession to Major-General J. M. Macfie, C.B., C.B.E., M.C.., 
tenure expired. 
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Burns and Scalds 


Mrs. L. Jecer (Holborn and St. Pancras, South, Lab.) 
asked the Minister of Health on December 17 what con- 
sultations he had had with the British Medical Association 
regarding the desirability of making burns and scalds which 
needed medical attention notifiable by general practitioners 
and hospitals to medical officers of health, Mr. R. H. 
TurRTON said he had no power to make burns and scalds 
notifiable, but exchange of information between those re- 
sponsible for treatment and prevention of home accidents 
might be arranged by loca! agreement and was being 
encouraged 


Eye and Ear Droppers 


Mrs. Jecer asked the Minister of Health on December 17 
whether droppers supplied with ear or eye drops were 
charged for as a separate item on National Health prescrip- 
tions. Mr. TurTON told her that a single charge was made 
to cover both dropper and drops when they were prescribed 
on the same form. 

F o0d-poisoning 

Mr. G. DartinG (Hillsborough, Lab.) asked the Minister 
of Health on December 17 how many cases of food- 
poisoning had been officially reported in the latest annual 
period for which figures were available; and how many 
persons were affected. Mr. TurTON told him 8,961 during 
1955 ; the number of persons affected was estimated at about 
20,000 

Cost of Prescriptions 

Replying to a question by Major T. Beamisu (Lewes, 
Con.) on December 18, the Minister OF HEALTH gave the 
following information on the average cost of N.H.S. pre- 
scriptions during 1949-56. The Table gives actual costs 
and the values of these when recalculated according to the 
official cost-of-living index based on 100 in 1949, and shows 
both actual and recalculated costs as percentages based on 
100 in 1949 


Column 
| Average (2) Recal- 
| Cost per | Index culated | olumn 
Yeas tion Retail Reference on 
(Pence to sad Prices | to(4) ladex 
Nearest 1949 100 1949 100) ones te 1949 100 
« earest 
4d) 
(1) | (2) | @) (4) (5) | (6) 
1949 | 6-0 100 100 | %6 0 100 
1980 107 103 | 17.5 104 
1951 440 122 112 | 39-5 110 
1952 48.5 135 123 195 110 
1953 490 136 127 335 107 
1954 0.5 | 140 129 | 39-0 | 108 
1955 | $3.5 | 149 135 39-5 110 
1956 (estimated) | 59-5 165 i4i* 420 | 117 
* Average for first eleven months only 
Notes: (a) Column (2) includes, for 1955 and 1956, increases in chemists’ 
remuneration recently agreed for those years. (5) Column (2) reflects changes 
in the volume and type of drugs as well as price changes 


In his Annual Report for 1956 Dr. J. R. W. Hay, medical 
officer of health of the Royal Burgh of Kirkcaldy, points 
out that the prevention of disease may still be hampered 
by unexpected opposition, He writes: “The present-day 
practitioner of preventive medicine has ...to face as 
much opposition by vested interests as did his predecessor 
who set out to clear up the slums and drains of his insanitary 
era Recent legislation te promote clean air and clean 
Streams is not particularly effective when one considers the 
loopholes provided in the Clea Air Bill and the composi- 
tion of the River Pollution Boards which appear to be 
made up of representatives of the main offenders.” 


UNIVERSITY OF OXFORD 


In Congregation on October 18 the degree of M.Ch. was con- 
ferred on B. V. McEvedy. 

The Board of the Faculty of Medicine has co-opted Dr. Janet 
M Vaughan, Principal of Somerville College. for a further 
statutory period of two years from Michaelmas Term, 1956. 

In Congregation on November 3 the degree of B.M. was 
conferred on R. H. Martin. 

Dr. A. H. T. Robb-Smith has been appointed Curator of the 
Botanic Garden until the first day of Michaelmas Term, 1959, 
in succession to the late Dr. A. Quinton Wells. 

In Congregation on November 24 the degree of B.M. was con- 
ferred on J. D. C. Kelly. 


UNIVERSITY OF CAMBRIDGE 

In Congregation on October 20 the following degrees were 
conferred : 

M.B., B.Cute.—J. E. Davies, G. B. C. Jones 

M.B.—*E. A. H. Smith, *H. C. I. Bywater, *Pauline M. Jones, G 
Brocklehurst 

The Raymond Horton-Smith Prize for 1955-6 has been awarded 
to Dr. I. M. P. Dawson 

In Congregation on November 17 the ¢2gree of M.D. was 
conferred on T. S. L. Beswick and R. H. ’ oardman. 

In Congregation on November 3 the iollowing degrees were 
conferred : 

M.A.—G. Horn, M.B., Ch.B., University Demonstrator in the Depart- 
ment of Anatomy 

M.D.—*A. W. Robinson, *Gillian F. Jacob, M. H. Lessof, D. A. Pyke, 
G. O. Storey, F. J. Conway. 

M.B.—*M. W. Sleight. 

In Congregation on December | the following degrees were 
conferred : 

M.A.—D. G. Chalmers, M.B., B.S., University Assistant Pathologist to 
Addenbrooke's Hospital. 

M.D.—*F. H. Epstein. 

M.Cnuir.—*D. A. Bailey. 

M.B., J. El Kabir. 

*By proxy. 


UNIVERSITY OF GLASGOW 


On September 30 the D.P.H. was awarded to Anna M. M. 
Lepper. 

UNIVERSITY OF ABERDEEN 
At a graduation ceremony on October 31 the degree of M.D 
was conferred on Emma L. Cameron (née Birse), and the degree 
of Ph.D. in the Faculty of Medicine on I, M. Richardson, M.D., 
F.R.C.P.Ed., D.P.H. 


UNIVERSITY OF DUBLIN 
ScHoOoL oF Puysic, Trintry COLLEGE 


R § Young has been approved at the examination for the degree 
of M D. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 
At the annual meeting of the College held on October 18 the 
following officers were appointed for 1956-7: President, Dr. F. J 
O'Donnell; Vice-president, Dr. R. B. Pringle; Representative on 
the General Medical Council, Dr. Edward T. Freeman; Registrar 
Dr. Charles Dickson; Treasurer, Dr. Geoffrey Bewley. 

ScHOOL OF Puysic, TRINITY COLLEGE 

The following candidates have been approved at the examina- 
tions indicated : 

M.Cu.—A. M. Wiley. 

M.A.0.—E. W. Lillie 

M.D.—W. T. Bermingham, C. Kennedy, E. R. F. Mellon. D. G. Walker 


UNIVERSITY OF LONDON 


The following candidates at the London School of Hygiene and 
Tropical Medicine have been approved at the examinations 
indicated : 

Acapemic Postorapuate Diptoma Pusiic Heartu.—A. H. Y. Abou- 
Ghareeb, Beatrice Colvin, D. O. Hasenbring, W. H. E. McKee, R. C 
Nauth-Misir. Margaret S. Parshall, E. P. Rigby. M. C. E. P. W 
Samarasinghe. Chane-hvun Um 

AcaDeMIc PostorapuatTe Certificate Pustic Heattu.—H. Z. Marcfat 
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AcaDeMiIC PostorapuaTe IN CLINICAL C. 


Balasubramaniam, R. A. Cullen, R. S. Forrester, B. H. Gutteridge, C. A 


Linsell, R. A. Rimington, A. Saleem, N. G. Sanerkin, J. G. Wallace, 


R. McN. Webster, F. D, White. 


EXTERNAL DipLomMa IN CLINICAL M. Bevan, H. N 
Dutta, R. J. Elvy, S. Gupta, M. G. Muazzam, Kathieen J. Rigg. 


The following have been appointed or reappointed representa- 
tives on the governing bodies of the institutions indicated in 
parentheses: Sir Archibald Gray and Dr. C. F. Harris (British 
Postgraduate Medical Federation); Sir James Paterson Ross and 
Dr. J. Forest Smith (Guy’s Hospital Medical School); Dr. 
M. I. A. Hunter and Dr. Katharine Lloyd-Williams (Royal Dental 
Hospital of London School of Dental Surgery); Mr. E. G. 
Slesinger and Professor J. Z. Young, F.R.S. (St. George’s Hospital 
Medical School); Professor W. C. W. Nixon (St. Mary’s Hospital 
Medical Schocl); Mr. J. P. Hedley (St. Thomas’s Hospital 
Medical School); Sir Archibald Gray (University College Hospital 
Medical School); Professor R. Hare (Wright-Fleming Institute of 
St. Mary's Hospital Medical School). 


The following have been recognized as teachers of the Univer- 
sity in the subjects indicated in parentheses: Guy's Hospital 
Medical School, Mr. C A. G. Cook (Ophthalmology). Wesr- 
minster Medical School, Mr. Robert Cox (Surgery). Institute 
of Child Health, Dr. A. P. Norman (Children’s Diseases). King’s 
College Hospital Medical School, Mr. Harland Rees (Surgery) 
St. Bartholomew's Hospital Medical College, Dr. A. G. Stansfeld 
(Pathology). Institute of Diseases of the Chest, Mr. W. P. 
Cleland (Surgery (Diseases of the Chest) ). Institute of Psychiatry 
Dr. D. Stafford-Clark (Mental Diseases (Psychological Medicine) ). 


The Ken Clifford Entrance Scholarship in Medicine, tenable 
from October, 1956, for the duration of the M.B., B.S. course, 
has been awarded to Brian Stewart Worthington (Guy's Hospital 
Medical School). 


The Laura de Saliceto Studentship, awarded to Dr. H. J. G. 
Bloom for the sessions 1953-6, has been further renewed for the 
session 1956-7. 

The following candidates have been approved at the examina- 
tion indicated : 


M.B., ?4Anne C. Butler, ' *Elizabeth M. Dixon, ' 23. M. 
Falaiye, '*R. D. G. Peachey, '*A. W. Rogers, D. C. Southcor, 
B. G. Adams, Sheila D. Adeney, F. C. O. Adi, Hilary Allin, Merie! 1. 
Amor, Joan Andrews, J. C. A. Archard, G. B. Arden, Marguerite S. 
Balhetchet, P. R. Bambridge, D. Barltrop, C. S. Barton, M. R. Bicknell, 
H. V. Blake, J. F. Bolt, Doreen R. Booth, J. M. Bounds, Marjorie Bowen, 
Richenda M. Breeze, P. K. Bridges, Sheila M. Brodie, S. A. Bryans, 
Barbara L. Burroughs, R. M. Butler Sheila M. Cameron, D. B. Campbell, 
D. J. Chambers, I. H. Cochrane, Elizabeth A. Coles, F. L. W. Collings, 
Sally P. Colquhoun, J. A. Cooper, R. L. Cotte, A. Crowcroft, P. G. 
Dale, A. K. Davies, C. D. W. Davies, D. B. A. Li. Davies, G. R. Davies, 
Haze! C. Davies, Jean M. Davies, Ruth Dawkins, J. F. H. Deeble, R. B. 
Deering, R. B. de Saram, R. P. Doherty, I. H. Dunlop, Vivian G. 
Edwards, S. T. Eng. Elizabeth M. Everard, M. T. Everett, Wendy J M. 
Fidgeon, Barbara S. Finch, D. W. Findlay, M. B. Forster. D. B. Fowler, 
W. F. Fox-Russell, H. L. H. Frankel, G. McL. Fraser, D. S. Freestone, 
Margaret Fuest, M. Galton. Alice M. Godfrey, Rose Gold, D. J. Goodman, 
Doreen Greene, J. Grey, B. LI. Griffiths, P. B. Guyer, R. D. Harbinson, 
R. A. Harlow, R. B. Hayden, M. E. B. Hayes, D. R. Hill, D. O. Hill, 
H. H. Hillman, C. E. A. Holden, H. B. Holden, J. Homi, A. M. Hope, 
Alwyn M_ Horn, E. A. Horniman, Marion E. Howard, H. V. Hughes, 
Shirley Y. Hughes, F. G. Hunter, I. A. Hunter, N. O. Hunter, A. R. 
Hyett, E. A. Ikomi, J. B. Illingworth, M. T. Inman, N. A. Jaques. 
W. H. M. Jewell, M. D. Judd, M. I. Kalu, A. Kanji, M. Kidd, D. H. 
King-Davies, Elisabeth Kitching, P. Konfortion, R. W. Lamb, J. E. Lawe, 
Rosemary F. Leslie, Ann G. Lewis, Sheila R. Lewis, Leila Liebster, 
R. H. G. Lioyd, A. J. B. Luke, Oonagh R. McAleer, J. A. McGladdery, 
J. A. McKinna, Lorna I. M. Maclay, Sheila I. Macvie, A. J. Mann, 
M. L. Marinker. A. G. Matheson, P. C. Matthews, M. J. Mavrovordato, 
S. O. Mbuko, B. S. Merry, Anne R. Miles-Thomas, J. J. Misiewicz, 
H. K. Moller, Gillian A. Moody, Ann E. Morgan, P. G. Morris, Helen E. 
M. Morton, Barbara A. Moss, Priscilla A. Mottram, R. W. Moyes, R. I. 
Muir, K. F. C. Muncey, J. F. W. Mundin, R. Naylor. F. 0. Negbencbhor, 
A. M. Nelson, F. M. Nichini, J. G. Nicholls, N. W. Nicholson, I. O. N. 
Nsolo, B. B. Obeng, J. O'Brien-Bel!l, T. P. Ormerod, J. O. Otegbeye. D. E. 
Page, D. Parrott P. H. 1. Parsons, G. B. Phillips, B. Philpott, Marjory E. 
Plumb, D. Powell, P. D. A. Powell, S. L. Price, R. G. Priest, K. Pritchard, 
J. Li. Provan. J. D Pryce, F. H. S. Quiggin, Patricia B. J. Reardon, R. H 
Remington, F. N. Rigby, Gloria H. Roberts, lorwerth Roberts, J. T. 
Roberts, D. G. Robinson, D. Rosboroug’, Audrie M. Sanders, K. L. 
Saunders, Maria Schaffner, A. C. H. Sesemann, M. C. Shannon, J. L. 
Sharpe, U. Shehu, K. C. Simpkins, E. E. Smith, G. C. Smith, Jacqueline 
A. K. Smith. K. G. R. Somer, J. V. Sowton. J. M>: Spence, Gillian D. 
Standen, D. R. P. Starr, K. C. D. Steen, M. G. Steiner, G. Storey, P. M. 
Sutton, S. W. Tarlton, Gwyneth P. Taylor, B. T. Thom. B. M. Thomas, 

B. Thompson, A. S. Townsend, G. O. Uche, J. A. M. Vasey, M. A. 
Verity, D. Wakely, Tessa M. Warholm, K. A. Watmore, D. A. Weather- 
head, W. M. Weir, Audrey J. Wheeler, K. G. Whittam, F. D. Whittle, 
D. T. A. Williams, D. Wilson, Barbara J. Womersicy, Gillian Wood, 
A. J. Woolf, J. D. Wrighton. 


1With honours. *Distinguished in pathology. ‘Distinguished in applied 
pharmacology and _ therapeutics. ‘Distinguished in obstetrics and 
gynaccology 

The following students of the University College of the West 
Indies have been approved at the examination indicated : 

Tuirp M.B., B.S.—D. E. R. Luck (with honours and distinguished in 
pathology), E. G. Young, J. Chin Ping Fai, E. E De Pass, C. W. Greenidge, 
S. M. Luck, J. McNeil, C. G. Miller. A. E. Wainwright, D. M. Wildish, 
Ruby B. V. Lake. 


Sir Archibald Gray has been re-elected deputy chairman of the 
University Court for 1956-7, and Dr. C. F. Harris chairman of 
the Academic Council. 

Dr. W. R. Thrower has been appointed representative of the 
University on the governing body of Crofton Park Secondary 
School, London. 

The A. H. Bygott Scholarship for 1956 has been awarded to 
Dr. P. K. Sylvester. 

UNIVERSITY OF WALES 
The following candidates at the Welsh National School of 
Medicine have been approved at the examination indicated: 

M.B., B.Cu.—D. J. W. Anderson, D. Davies, A. E. Dudley, Gwenda 
Harcombe, I. H. Horn, C. D. Jones, H. V. R. Jones, *Margaret Jones, 
Thelma Lancaster, H. B. Lewis, Olwen, G. M. Rees, *J. H. Thomas 

At a meeting of the Faculty held on December 3, 1956, with the 
President, Professor Stanley Alstead, in the chair, the following 
were admitted Fellows of Faculty: J. S. Beck, A. Smith, J. M. J. 
Supramaniam. 

The following canchdates at the Welsh National School of 
Medicine have been approved at the examination for the Tuber- 
culous Diseases Diplonia: A. V. G. R. De Sa, F. Rahman, A. 
Samad, M. W. Thakre, S. Vyravanathan, 

*With distinction in midwifery and gynaecology. 


UNIVERSITY OF BIRMINGHAM 


The title of University Research Fellow has been given to Dr. 
E. A. Harris, Medical Research Council Clinical Research Fellow, 
during the tenure of his appointment in the Department of 
Medicine. 

Mr. W. H. Scrase, M.Ch.Orth., and Mr. M. H. Stroud, 
F.R.C.S., have been given the title of University Clinical Tutor 
from October 1, 1956. 

Dr. J. D. Blainey resigned his appointment as Lecturer in 
Experimental Pathology on September 30, 1956, and Dr.’ R. B. 
Parker his appointment as Lecturer in Obstetrics and Gynaecology. 


UNIVERSITY OF LEEDS 


The following candidates have been approved at the examinations 
indicated : 

M.D.—J. K. Walker 

M.B., Cu.B.—Dulcie L. Atwell, A. C, Bastin, D. G. Becton, A. E. Biggin, 
J. R. E. Bishop, P. Cakuls, J. Clarke, J. H. Danby, D. V. Denton, 
E. D. J. Diaper, B. O,. Fasehun, M. D. Hargreaves, F. G. Harris, A. 
Haskell, Pamela J. Heatley. I. H. S. KooSeenLin, T. Kraft, D. A. Marshall, 
B. C. Nkemena, P. B. Odgers, W. Priddy, J. L. Ramsay, R. W. 
Richardson, L. Stankler, Ann Stockwell, G. Taylor, J. D. Walker, H. 
Watson, H. Welsh, J. H. Winder, Mabel Yates. 


UNIVERSITY OF SHEFFIELD 


At a meeting of the University Council on November 16 Dr. 
J. J. Daly was appointed full-time Research Assistant in Medi- 
cine and Tutor in Medicine to Dental Students, and Dr. Llywelyn 
Roberts and Dr. C. H. Shaw were appointed part-time Honorary 
Lecturers in Public Health. 


UNIVERSITY OF BIRMINGHAM 


Professor C. F. V. Smout has been appointed representative 
of the University on the governing body of Sutton Coldfield 
Grammar School. 

The title of University Research Fellow has been given to the 
following during the tenure of their present award Cy —- 
ment: Department of Experimental Pathology, Dr. Ellis, 
who holds a grant from the Fndowment Fund naaiicat Rinne 
Committee of the United Birmingham Hospitals, and Dr. G. B. 
Leyton, consultant pathologist, Hollymoor Hospital. 

Dr. M. Manzotti, Lecturer in Physiology, resigned his 
appointment on October 31, 1956. 


QUEEN'S UNIVERSITY OF BELFAST 


At a graduation ceremony held on July 10 the following degrees 
and diplomas were conferred: 


M.D.—Claire E. Morris (with commendation), P. C. McCrea 

M.B., B.Cu.—G. W. Jobnston (with second-class honours), S$. D. Roberts 
(with second-class honours), A. O. Adesola, Maureen C. Archer, A. H. 
Armstrong. D St C. Baird, C. H. Balmer, H. J. Black, D. A. Blair, 
B. R. Bramwell J. D. Brown, G. P. Burns, Honor J. M. Campbell, 
P. C. N. Clarke, J. W. Clarke, P. B. Crilly, Anne M. Duff, Anne Duffield, 
T. Farnan, WR. Forbes, D. L. Freedman, W. D. Mcl. Gaston, E. J. 
Gault, D. Gilmartin, C. K. Gorman, A. D. Gough, B. K. Gray, J. K. 
Houston, J. Hunter, O. A. Idowu, F. K. Jabir C. B. Kidd. J. G. Kinley, 
W. D Kinley, D. J. H. Longford, Anne C. Lowe R. B Lowry, C. A. J. 
Macatee, C P McAree, D J McClure, May G. McGaughey, E. M. 
Mclirath. D. McKay, D. G. Mayne, J. L. Milligan, C N_ S. Moorehead, 
I. B. Moran, R S Neill, S. D. Nelson, W. H Newnham, J C. Park. 
Cc. W. D. Phillips, O. H. Proctor, Gillian Proaser-Ashby, J. J. Robb, C. H 
Stewart, J. Strahan, I. H. Taylor, J. B. Waish, J. Willis, J. Wilson 

Dirptoma IN Pusurc HeattH.—Margaret M. Bell, J. A. Byrne, S. N- 
Donaldson P. Froggatt, Elizabeth Hawkins, Margaret King, P. J. Ward. 


| 
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UNIVERSITY OF BRISTOL 


The following candidates have been approved at the examinations 
indicated 

Fina M.B.. Cn.B.—B. H. Burns. J. H. Chick. I. E. Doney, J. B 
Griffiths, H. G. Hande! C. Hemming, R. W. Hiles, Evelyn B. Horton, 
S. C. Jordan. D. J. Mahy. J. Martyrossian, Penclope Neville, W. D. L 
Revill. G. B. Simon. Sara Waters, T. C. Waters in Group | completing 
the examination. 1 S. A. As*iey. Edna M. Dumbell, M. J. Lewis, R. D 
Neale, Hilary S. Prowse. In Group I! completing the examination: W. B 
Whisker. /n Group Il only: BE. EB. Bassey, G. T. Curtis, J. R. Stamper 
D. W. Zutshi 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a quarterly comitia of the College held on October 25 with the 
President, Sir Russell Brain, in the chair, the following candidates, 
having satisfied the Censors’ Board, were elected Members of the 
College 

Cc. P. Aber, MB. F. J. Brunton, M.B., Margaret H. Buston, M.B., 
W. R. Cattell MB... R. H. Culpan, M.B., A. Doig, M.B.. A.“G. Emslic 
A. P. M.B.. 1. R. Ferguson, M.B.. H. G. Gallagher, 
H. T. Goodman, M.B.. R. V. Grange, M.B., E. C. N. Gray, M.B., R. G 
Hardwick MB. W. B. Hudson, M.B., R. G. Huntsman, M.B.. D. N.S 
Kerr, MB 1. H. Kerr, M.B., Priscilla S. Kincaid-Smith, M.B.,. E. G 
Knox, MB. W. R. Little, M.B., Lavinia W. Loughridge, M.B., Anne 
Maguire, M.B., G. Sandler M.B., H. M. Saxton, M.B., P. J. Taylor, M.B 


Licences 


Licences to practise were conferred upon the following 117 
candidates who have passed the final examination in medicine, 
surgery, and midwifery of the Conjoint Board and who have 
complied with the by-laws of the College 

J. A. Aitken, I fF Anderson, Joan Andrews, F. A. Awobodu, P. ¢ 
Barrington f Batmanghelidj. M. Bicknell, S. J. Black, D. G 
Boddington, A. T. Brain, A. R. Broadbent, Sheila M. Brodie, Ann ¢ 
Butler, D. |. M. Chastell E. W. Colley, R. A. Colwell, J. R. M. Copeland. 
L. K. Cordeaux, S. R. Coverley. W. A. Crawford, A. Crowcroft, C. D. W 
Davies, J}. B. Dawson, P. A. Debenham, J. M. D. Dixey, |. H. Dunlop 
B. Dunn, H. J. Eldridge, M. T. Everett, Wendy J. M. Fidecon, H. B. B 
Forshaw, H. L. H. Frankel. J. N. Garrett, J. P. Giles, J. M. L. Goddard 
Rose Gold, Paula J. H. Gosling, N. G. A. Gracev, Doreen Greene 
M.T. F. Griffiths, F. B. Grossmark, C. D. M. Hamilton, D. P. S. Heath 
Maureen } Hodgson, J. Homi, A. M. Horn, F. Horsfield. Ho V. Hughes 
Shirley, Y. Hughes, N. O. Hunter, A. R. HMyett, E. A. Ikomi, M 
Inman, J. N. tnsall, G. A. Irving, P. L. James, R. W. Jenkins, J. S. P 
Jones, M_ I. Kalu, R. C. Kempster, N. D. Kilpatrick, D. H. King-Davies 
K. Kitiyakara, J. M. J. F. D. Lalouette, Rosemary Lance, S. C. Latham 
Enid S. Legrange, D. F. Lewis, Sheila R. Lewis, D. C. Lishman, A. G 
Lioyd, J. K. Mills, Alison I A. Monroe, Priscilla A. Mouram, F. H 
Muir j I AY Mundin. R Neville t A Newton B B. Obeng 
Marjorie M_ Ogg. A. Okuboyejo. S. L. Price, P. E. Putnam, Patricia B. J 
Reardon, W. Redding. Gloria H. Roberts, D. Rosborough, R. G. Rowe 
Audrie M. Sanders, Maria Schaffner, A. M. Segal. A. C. H. Sesemann 
P. H W. Sheard, U. Shehu. J. D. G. Sloss, D. M. Smith, E. E. Smith 
T. B. Snell, J. V. Sowton, J. M_ Spence, Gillian D Standen, D. R. P 
Starr, G. Storey, D. W. P. Thomas, |. R. Thornber, Pamela M. Thorne 
Shcila M_ Tillowt, A. S. Townsend, D. S. Tucker, Jean EF. Vallis, M. A 
Verity, Tessa M. Warholm. Audrey J. Wheeler. C. Wilke, A. A. Wilkinson, 
G B. Wilhams, A. S. Wilson 

Diplomas in Child Health, in Tropical Medicine and Hygiene, 
and in Anaesthetics were granted, jointly with the Royal College 
of Surgeons of England, to the successful candidates whose names 
are printed below in the report of the meeting of the Royal 
College of Surgeons of England held on October 11 

The following diplomas were granted, jointly with the Royal 
College of Surgeons of England 


Dirtoma Heattn-—-S. B. G. Choudhuri, R. T. § 
Henderson 

Dircoma tn P. Kumar, R. Pandey 

Dirtoma tN Pustic Heattn.—K. M. M. Ansari, S. K. Biswas 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 

At a meeting of the Council of the College held on October 11, 
with Sir Harry Platt, President, in the chair, Mr. E. H. R. 
Altounyan, of Alepno, Syria, was admitted to the Fellowship, 
having been elected as a medical practitioner of twenty years’ 
standing 

The Handcock Prize was presented to Dr. R, D. C. Southcott 
(Guy's); Mr. J. M. Newbery (Cambridge University) was ad- 
mitted as the 25th Macloghlin Scholar; and Dr. G. H. Sloane 
Stanley was elected H. N. Smith Research Fellow. 

The death of Professor R. B. Osgood (Harvard University), 
Honorary Fellow of the College, was reported. 

A diploma of Fellowship was granted to D. W. H. Hurley 

Diplomas of Membership were granted to F. W. Awobodu, 
P. C. Barrington, N. D. Kilpatrick, R. G. Rowe, and T. B 
Snell 

Diplomas of Fellowship in the Faculty of Anaesthetists were 
granted as follows: 


D. E. Brown, C C. Crampton. S. Liu, A. R. de C. Deacock, 1 
MacPhail, W. S. Davis, J. D. Lumsden, G. C. Davies, W. D. Meldrum, 
Rarbara M. Rowe. T. D. Bourke, R. Burties, J. D. Howard, J. Levin, 
1. R. Verner, C. S. Ward, R. R. W. Hill, D. C. Hughes, D. G. Hurter, 
P. A. Skinner, R. S. Walsh, D. M. Jowell, T. J. L’Estrange, Teresa R 
O’Rourke-Brophy, B. Wolfson, M. Conway, Langdon-Herring 
Sheila M. Topping 


UNIVERSITIES AND COLLEGES =, 


The following diplomas were granted jointly with the Royal 
College of Physicians of London: 

Dietoma Cunp Hearra.—D. I. Abdul-Latif, Frances Allan, Esther 
Almond. J F. Andrewes, P. C. Bajpai, Elizabeth M. Beattie, Caroline D 
Bell, J. Benatar, S. Brandon, Irene P. Brown, J. Brown, R 4 Bush, 
S J. Carne. A. Clark-Jones, D. E. Corlet, R. J. Cremer, A. C. B 
Dean, S. S. Dhanjal, Etienne L. Dunnet, J. Dutta, Jean A Evans, Sheila 
HE. Fairweather, J. C. Farrell, Shirley R. Fine, Marie J _ Finney, 5. S 
Fitzsimmons, Diana E. Ford, |. A. Fraser, A. J. Fry, A. Gerada, M kK 
Gopalaratnam, S. G. Gordon, P. A. Gorman, Kamla Gupta, U. S. Gupta, 
Judith M. Hall, L. M. Hart, Eileen E. Hill, Shih Chang Hu. Jean O 
Hutchinson, Edna M. Irwin, Audrey Jones, R. Kaplan, C. C. Kar. Sylvia J 
Keet. Vitoria K. Kelly, N. Khedairy, Indira Krupanidhi, Haze! M 
Lazarus, A. M_ Liebhold, Gillian A. Lomax, Rosemary H. McKinney, 
Pauline A. Manficid, Stella M. Manners, J. G. Masterson, Hazel R 
Meacock, A, A. D. Moore, Ann E. Morgan, Jean E. Morris, J. E. Morris, 
R. B. Morris, S. E. LI. Morris, R. A. C. Mulligan, Sheila J. Murrell, Zeeba 
Namazie. Jasmine C. Nanayakkara, Merle Newton, Verna S. Nicol, 
D. D O'Sullivan, M. Padma, N. Panditaratne, W. J. H. Peradice, 

F. Patterson, T. I. Perera, M. S. Perinpanayagam, Diana J. Pippet. 
Elizabeth M. Price, N. P. Rajendera, C. A. Rogerson, J. G. B. Russell, 
N_ B. Sabicl. S. K. Sarkar, D. C. Saunders, T. W. Seale, Margot Segall, 
Hem Sehgal, H. R. Simpson, U. S. P. Singh, Elizabeth J. Steele, S. Sud, 
J. D. Terrell, Eileen N. Thompson, Constance N. Vernier, P. G. Wells, 
R. S. Wells, D. Whitehouse, D. A. Whiting, E. P. Wilson, A. J 
Winterton 

Diptoma IN Tropica Mepictne anp Hyorene.—I. Ahmad, G. J. Amin, 
A. Balakrishnan, S. B. Bhattacheriee, J. S. Carlisle, P. Dhir, S. Diab, 
H. J. Fredesicks, M. A. Haleem, E. F. Harben, T. S. Japanwala, K. A 
lasim, G A. Jeffery. A. Kagwa, V. Kanagaratnam, J. A Kay, M. A 
Mahderbashi, Mary J. Marples, K. Mutirangura, H. Ochsner, M. M 
Pandit. O. H. D. Portsmouth, M. A. Qureshy, A. P. Roodvocts. A. H. B 
Rydon. F. T. Sai. P. D. Samuels, N. S. Satija, Johanna E. Schmitt M.A 
Seddiq, C. Sein 1. D. Spark, J. F. H. Stewart, M_ Stilon-De Piro, 
Claire P. Thompson, P. Tiwary, A. Udawatte, R. G. Wani, H. P. A 
Wiietunge 

IN ANAgSTHETICS.—P. Honan, 


At a meeting of the Council of the College held on November 8, 
with Sir Harry Platt, President, in the chair, Sir Wilfred Fish, 
Dean of the Faculty of Dental Surgery, was co-opted to the 
Council as the member representing dental surgery 

Dr. Gerald R Graham and Mr. Dennis W. Hill were appointed 
Research Assistants in the Department of Anaesthetics. 

ihe Begley Prize was awarded to Jean A. Hagger, of King’s 
College Hospital Medical School. 

A Diploma in Public Health was granted to S. K. Biswas; in 
Industria! Health to S. B. G. Choudhuri; and in Ophthalmology 
to R. Pandey, all three jointly with the Royal College of 
Physicians of London. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
The following were admitted Fellows of Faculty on October 1: 
W. D. Granam, G. C. Timbury 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a quarterly meeting of the College held on November 6, with 
the President, Sir Stanley Davidson, in the chair, the following 
were elected Fellows of the College: 

G. L. Adamson R. J. Collins, T. H. Howell, M. S. Harrison, R. A 
Paimer. A. Rabinowitz, J. M. Henderson, J. P . Paton, J. Leckie, 
W. R.N. Friel, R. McK. Fulton, C. F. Rolland, J. A. Tulloch. A. F. J 
Maloncy, R. M. Marquis, R. G. Mitchell, W. McC. Harrowes, J. C 
Hogarth, A. W. Lees, J. C. Bowe, A. D. T. Govan, J. R. Bailey, W. A 
Murray, A. M. Fraser, R. J. Peters, J. W. Crofton, F. F. Main 


The following were elected Members of the College: 


D. J. M. Mackenzie, H. B. Craizic, E. H. Mirando, K. Murray, N. 
Chatterjee, N. J. Choksey, J. N. Mandal, J. K. Oates, N. R. W. Taylor, 
A. H. C. S. Gieben, E. McKay, D. C. Watler, R. Sougin-Mibashan. Muriel 
E. Sidaway, A. G. Baikie, R. D. Lele, S. C. Kaushik, A. L Goswami, 
W. Hawkins, Cheung-Chih Wong, Jean M. Arkieson, E. J. Epstein, A 
Khan, S. N. A. Shah, F. C. W. Lunking, Audrey M. Bolton, W. R 
Cattell, D. N. S. Kerr, R. E. Mackie, J. R. Officer, R. J. Cantwell, A. K 
Dutta, D M. Krikler, J. Davenport, M. Malden, D. C. Choudhury, A 
Doig, D. B. Shaw G. P. Ethence, L. C. Isaacson 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


The following officers of the College were elected on October 17 
and will hold office for the ensuing year: President, Sir Walter 
Mercer ; Vice-presidents, Professor R. C, Alexander and Professor 
John Bruce; Secretary, Professor George I. Scott; Treasurer, 
Mr. J. J. Mason Brown; Representative on the General Medical 
Council, Mr. K. Paterson Brown; Conservator of Museum, 
Professor D. E. C. Mekie; Convener of Museum Committee, 
Professor John Bruce; Honorary Librarian, Dr. Douglas Guthrie. 


The following candidates, having passed the requisite examina- 
tions, were admitted Fellows: 


W. B. Ashby, Myint Aung, A. K. Bancrice, G. J. Bendeich, H. Berzen, 
W. J. Burfint-Williams, A. B. Cassie, K. C. W. Condon, P. H. Crowe, 
R. G. K. de Castro, T. L. Dormandy, D. J. Erskine, A. J. Farmer, K. C 
Gare. J. M. C. Gibson, J. A. Gillespie, M. V. Graham. B. D. Grant, 
1. G. Gray, P. C. Gunasinghe, A. S. Gupta, Audrey Halloran, D. Harirajan, 
M. A. Hossain. D. Howell, F. Huber, S. J}. Iceton, M. J. Inglis, K 
Jacob, |. Jaffe, B. S. Jain, S. B. Kapur, K. B. Khambatta, J. F. van E. 
Kirsten, B. D. Leckie, G. B. Leitch, S. Levitt, J. Levy, C. Lomas, N. W 
McLeod, P. M. Marnie, J. F. O'Sullivan, B. P. Rooney, A. M. Salman, 
J. E. R. Scholtz. W. Silber, R. Silberman, J. J. Theunissen, A. R. Trist, 
D. G. Walker, O. Wesley-James, S. Whitficld, G. J. A. Wilson 


— 


Dec. 29, 1956 


SOCIETY OF APOTHECARIES OF LONDON 


Mr. A. M. A. Moore has been appointed the Society's represen- 
tative on the governing body of the British Postgraduate Medical 
Federation. 

The following candidates, having completed the final examina- 
tion, have been granted the diploma of L.M.S.S.A.: 

A. E. Purkis, W. J. Wien, C. S Barton, W. S. Coic, F. K. Amarquaye, 


E. T. E. Richards. R. 1. Muir, R. M. Breeze, H. C. Davies, D. C, Jones, 
J. A. Cooper, R. S. L. Turner, J. de B. J. Dade, R. O. §. Sims, J. A, M. 
Vasey, M. C. Shannon ’ 


The following candidates have been awarded the diploma of 
Industrial Health: 


S. K. Biswas, A. J. de Villiers, P. S. Edgecombe, D. I. C. Finlayson, 
J. R. Glover. A. S. Sethi, M. Zeville 


The following candidates, having completed the final examina- 
tion, have been granted the diploma of L.M.S.S.A.: 

M. EB. Braithwaite, H. Segal, L. R. Butler-Manuel, K. Pritchard, J. G. 
Pritchard, J. D. Martin, W. R. Gibson, J. B. Dawson, D. A. Wheelwright. 

G. Beausolci!, J. Barrand, T. H. Almond, J. L. Beecker, M. E. Port, 
M. Austin. 

The following candidates have been awarded the diploma of 
Mastery of Midwifery: 

M. R. Fell. E. J. Turner. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 
At a meeting of the Council of the College held on Novem- 
ber 24 with the President, Mr. Cliarles D. Read, in the chair, 
W. S. Ramarao was admitted to the Membership of the College. 

The following candidates have been awarded the Diploma in 
Obstetrics : 

R. J. W. Adamson, P. G. Allen, Anne Allison, D. F. A. Aubin, J. D. 
Avison, N. M. Bailey, J. G. Ball, Irene L. Barbour, Elizabeth S. M. 
Barnes, Margaret A. Barric, G. Baum, N. L. Beisiey, J. A. Benbow, G. 
Bennett, D. B. Beveridge, V. P. Bhoopatkar, G. A. C. Binnie, Jane IL. K 
Binnie, P. B. Biddell, J. S. Birch. E. S. Blackadder, Suzanne B. Blackburn, 
G. D. Blackiedge. K. G. Bland, P. O. Bodicy. A. P. Bok. J. J. Bowen, 
K. W. Prewster, Isabel K. E. Brister, B. J. Brooks. P. H. Browne, Gillian 
M. Bryant. D. C. L’E. Burges, J. Burgess, Patricia Burne. Helen M. 
Caldwell, W. H. Callander, W. MacD. Campbell. G. R. C. Campion, 
J. D. Campling, L. M. Carter. J. B. Chapman, Aileen P. Cherry, D R 
Childs, Margaret A. Clark, R. W. H. Clarke, K. A. Clare. R. C. Cochrane, 
R. W. Coffee S. Cohen, J. B. Cole, A. G. Collington, P. Cook, Wendy A 
Cook, R. B. Conyngham, J. C. Cornwell, Patricia J. M. Cotter, I. D. S 
Cowie, P. S. ¥. Cox, R. M. Curmally, P. B. Curtis, Kathicen E. Coulter, 
K. J. Dalgliesh, Christine M. Davidson, M. J. A. Davies, R. G. Davies, 
J. L. Davis, W. G. Dawson, G. T. Day, K. G. Dickinson, J. H. Dickson, 
J. M. H. Dickson, J. R. Duke, P. G. Dunbar, W. Dunn, R. A. Eames, 
A. J. Edwards, J. D’A. Edwards, J. R. Edwards, Marian S. Edwards, J. J. 
Eisenberg, Carice Ellison, A. J. Entwistle, Maureen Etchells, B. H. W. 
Finlaison, Freda W. Fleming, Phyilis M. Fleury J. R. Flury, F. D. C 
Ford. P. H. Foote, D. B. Fowler, R. N. Galloway, Frances E. Garrad, 
M. C. Guard, Grace M. Gee, Bridget M. Gell, Janet Goodall, Joan T. 
Graham, M. A. H. Graham, J. M. S. Grieve, I. M. Guiver, Mureen E. 
Hall. G. Harris, Kathieen M. Harrison, Margaret A. Hatton, A. Haworth, 
R. W. Henderson, P. J. G. Henry, R. S. T. Hey, Rosemary A. Hill, 
Doreen E. Hillier, G. H. Hilton, K. I. McK. Hoge. B. W. Holbrook, 
J. B. Holland, G. M. R. Holliday, Streamiet Hooroo, Verna P. Houghton, 
A. J. G. Howse, Mary Howson, Elizabeth A. Hudson, J. Hughes, B. 
Ingham. U. Jacobson, B. F. Jamison, J. W. Jenkins, J. M. Jones, D. H. 
Jones, P. M. N. Jones, K. S. Karai, W. G. Kilpatrick, A. K. Knowles, 
A. H. Labrum, B. W. Laithwaite, V. Leach, Gillian A. Lomax, G. E. 
Lovatt, I. V. Longfield. Eileen M. Maccoll, D. Macgrcgor, A. Mackay, 
E. J. B. McArthur, P. D. P. McGrath, A. G. W. McLeod, L. A. 
McMichael, R. B. Macpherson, S. Madan. F. M. Mansfield, Annabel J. M. 
Mason, D. T. Mathews, D. H. Mathias, M. K. Mead, H. A. H. Melville, 
Anne D. Micah, T. W. P. Millar, J. H. Mitchell, P. J. Mitchell, Wendy L. 
Mitchener, R. G. Mohammad, P. C. Moore. J. M. Morfitt, J. T. F. 
Morrall. J. C. Muir, I. C. Murison, C. W. A. Murray, A. G. Muttuthamby, 
Margaret Nathaniel, J. H. Naysmith, D. A. J. Neden, M. R. Newell, 
Wendy E. Noble, F. B. O'Connor, C. B. Officer, D. B. R. Osborne, 
W. J. H. Paradice, J. A. Parikh, F. B. W. Parker, R. H. O. Parker, 
K. L. Parmar, J. D. Parry, Muriel Parsons, U. N. Pathak, P. R . 
Pediow. Marguerite E. Pennefather, U. N. Phillips, J. F. Pritchard, 
J] R. Raby. M. B. Raby, M. M. Rana, J. N. Rea, , . 
Richards, T. M. Richards,. N. Rifkind, A. Robertson, I. H. Robinson, 
Margaret R. Robinson. R. B. S. Ross, T. J. F. Rockey, M. J. Samuels, 
M. B. Scott, M. K. Shah, Rita W. Shannon, J. L. H. Sharp, Ma Khbin Si, 
D. W. Smith, R. W. Smith. D. G. Standing, P. Steward, Angcla M. 
Swrahan, Rhona Stringer, J. L. V. Summerhayes, Hilary K. C. Swash, 
G. W. Tamlyn, C. M. Taylor, R. C. Taylor, T. Taylor, S. M. Thanevala, 
Glenna Thomas, L. E. Thomas, Frances C. Thomson, A. D. Thurz, 
Elizabeth M. Tilsen, R. S. Todd, E. J. Turner, J. Turpin, Mary M. Tyndall, 
A. S. Valentine, G. R. Vesey. Jean M. Walinck, O. H. Watkins, C. 
Watson. M. B. Watts, T. A. Weerasuriya, P. G. Wells, F. L. Whalley, 
P. H. Wiesendanger, Margaret M. Wilcox, Barbara M. Williams, Hilary F. 
Williams, J] P. M. Williams, D. W. Williamson, J. H. P. Willis, R. G. B. 
Willis, P. K. Wilson, Sheila A. Wood, Mary B. Woodfield, D. P. Woods, 
D. B. Wooldridge, G. H. Worsley, I. Wort, H. W. Wright, Joan L. Young, 
S. S. Young, G. W. G. Yule. 

The following were admitted to the Membership at a meeting 
of the College on September 28: 

L. A. Allen, A. Bates, R. G. Blair, G. L. Bourne, Nancy I. Cardno, 
E. Cassar, W. Chanen, P. A. Deck, J. N. de Villiers, M. Ghosh, J. P. 
Hendrickse, B. M. Hibbard, D. Howell, R. A. St. C. Hoyie, Elsie S. 
Jaikaran, P. J. Joubert, A. M. Kelso, A. W. Laughland, D. W. Leslie, 
Cecilia M. Liggins, G. C. Liggins, E. M. Little, J. D. O. Loudon, P. C. 
McAuliffe, Clara J. McFarlane, Marion C. Miller, S. Nan, W. J. O'Sullivan, 
S. W. Fitz-P. Page, J. K. P. Perera, S. Prodhan, N. A. Regan, Kathleen J. 
Rennic, P. Rhodes, D. W. T. Roberts, I. D. Ronayne, A. O. Sankey, 
H. H. A. Sauer, T. Schneider, J. S. Skipper, T. S. Train, N. W. F. Weir, 
A. J. Woolf, Janet W. Worling 


UNIVERSITIES AND COLLEGES Barrisn 1555 


Mepicat 


INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending December 8 
(No. 49) and corresponding week 1955S. 

Figures of cases are for the countrics shown and London administratis« 
county Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county. the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return availabk 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ircland, and Eire. the Ministry of Health 
and Local Government of N, Ireland, and the Department of Health of Eire 


CASES 1956 1958S 
Diphtheria | i4 Oo] 16 4 
Dysentery 830) 82,249; 4 680| 49 182) 
i 
Encephalitis, acute 9| 2) | 0! 4 2| 0} 
Enteric fever | | | 
Typhoid 4 0 1 i| i ? 
Paratyphoid 2} | 0 2 10| 0\4(B) 0) 
Food-poisoning 247/ 26} 31) 0} 188; 22 1| 
Infective enteritis or | i 
diarrhoea under 
2 years } 10} 27 22) 12 
Measles* s.978! 390] 525 199} 142] 2RI9} 2 65| 10] 47 
Meningococcal in- | | 
fection 24 i} 17 oO} 2 23 1} 0; 1 
Ophthalmia neona 
torum 2, 5 0 27 
Pneumoniat 539) 64) 106 3} 517} 50! 363 6) 
| | 
Poliomyelitis, acute | | 
Paralytic 55 5 elf 87 
Non-paralytic 27) 43) 10 2; 3 
Puerperal fever § 207 2 9 o} 221} 39 it] 4 
—— - 
Scarlet fever 846, 69 81| 29] 254 1,226 184, 5S} 40 
Tuberculosis: | | 
Respiratory . 644; 73) 112] 22 82] 119) 23 
Non-respiratory 85) 7 18 83 6| i 1| 
Whooping-cough 2,126) 119] 424] 14| 1,177 93] 98/102 180 
| 1956 1955 
.EATHS 
Diphtheria = 0 0 0 0 0} o} ) 0 0 
Dysentery 0 0 ol 
Encephalitis, acute 0 0} 
Enteric fever 5 0 0} 0 0) 0} 0 
Infective enteritis or | 
diarrhoea under 
2 years 5 0 l 2 10 0 3 o| 
Measles 0 0 0 0} 0} 
Meningococcal in- | 
fection i} 0 
Pneumonia 326} 39) 27 | 8 291; SI 6! 15) 1 
Poliomyelitis, acute 2 0 0 $s} 2 | 0 
Scarlet fever 60 | 0 0 0} o| 0 
Tuberculosis: } 
Respiratory . 56 9 4 214 77 8 0 4 
Non-respiratory | 2 0 jt 0 3 
Whooping-cough 0 0 0 1} 0 0 
Deaths 0-1 year 217) 38) 39} 12] 238] 26) 40) 14) 43 
Deaths (excluding | | | | 
stillbirths) $,922] 889| 593) 188 | 5,707) 825) 597) 114) 180 


1059 886 7,138 1076} 830! 304 


22; 22 192) 26) 16 


LIVE BIRTHS .. | 7,389 
STILLBIRTHS. . 192 


* Measics not notifiable in Scotland, whence returns are approximate, 
Includes primary and influenza! pncumonia 
§ Includes puerperal pyrexia. 
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Eire in September Quarter 


The birth rate in Eire during the September quarter was 
21.0 per 1,000 of the population; this was 0.7 below the 
average of the five preceding third quarters. The infant 
mortality rate was 30 per 1,000 registered births and was 
the same as the rate in the third quarters of 1954 and 1955. 
The death rate was 9.7 per 1,000 of the population and was 
0.5 below the rate for the preceding September quarter. 

Deaths from tuberculosis numbered 117 from respiratory 
and 30 from other forms. These were the fewest recorded 
in any quarter, being 13 and 10 respectively below the num- 
bers registered in the September quarter of the preceding 
year. Deaths from infectious diseases included 41 from 
gastro-enteritis under 2 years, 28 from influenza, 10 from 
measles, 6 from acute poliomyelitis, 5 from whooping- 
cough, and 4 from diphtheria. Deaths from motor-vehicle 
accidents numbered 58, and deaths from all other accidents 
numbered 168. Malignant neoplasms were responsible for 
1,106 deaths, 8 fewer than in the preceding third quarter. 
Of these deaths 48% were attributed to malignant neoplasms 
of the digestive system and 12% to malignant neoplasms of 
the respiratory system. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1947-55 are shown thus ------ , the figures for 
1956 thus — Except for the curves showing notifica- 
tions in 1956, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infectious Diseases 


Infectious diseases were more prevalent in England and 
Wales during the week ending December 8. The largest 
rises in the number of notifications were 1,464 for measles, 
from 4,514 to 5,978, 118 for acute pneumonia, from 421 to 
539, 103 for dysentery, from 727 to 830, 56 for food- 
poisoning, from 191 to 247, and 40 for scarlet fever, from 
806 to 846. 

The largest rises in the incidence of measles were 258 in 
Lancashire, from 1,243 to 1,501, 211 in Essex, from 368 to 
579, 149 in Yorkshire West Riding, from 322 to 471, and 
124 in London, from 266 to 390; the only large exception 
to the general increase was a fall of 73 in Staffordshire, 
from 273 to 200. The only large fluctuation in the trends 
of scarlet fever was a rise of 30 in Durham, from 51 to 81. 
The notifications of whooping-cough numbered 2,126, 11 
more than in the preceding week ; the largest increase was 
33 in Essex, from 122 to 155. 4 cases of diphtheria were 
notified, being 3 fewer than in the preceding week ; 2 of 
these cases were notified from Kingston-upon-Hull C.B. The 
largest rise in the number of notifications of acute pneu- 
monia was 43 in London, from 21 to 64. 

82 cases of acute poliomyelitis were notified, and these 
were 8 more for paralytic and 2 more for non-paralytic cases 
than in the preceding week. The largest returns were Lanca- 
shire 16 (Clitheroe M.B. 7, Bootle C.B. 2), London 12 
(Wandsworth 3, Battersea 2), Sussex 7 (Portslade-by-Sea 
U.D. 3, Hove M.B. 2), Middlesex 7 (Ealing M.B. 5), and 
Suffolk 5 (Newmarket U.D. 4). 

The largest rises in the local outbreaks of dysentery were 
60 in Warwickshire and 53 in Surrey. The largest centres 
of infection during the week were Yorkshire West Riding 
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121 (Leeds C.B. 22, Sheffield C.B. 17, Bradford C.B. 14, 
Thorne U.D. 14, Colne Valley U.D. 11), Warwickshire 104 
(Coventry C.B. 82, Birmingham C.B. 15), Surrey 96 (Esher 
U.D. 42, Surbiton M.B. 25, Mitcham M.B. 11, Woking U.D. 
11), Lancashire 85 (Liverpool C.B. 20, Blackburn C.B. 10), 
London 82 (Islington 29, Greenwich 15), Essex 42 (Chig- 
well U.D. 11, Romford M.B. 9), Hertfordshire 40 (Hertford 
R.D. 40), Kent 34 (Bromley U.D. 15), Yorkshire East Riding 
30 (Haltemprice U.D. 18, Derwent R.D. 9), Durham 25 
(Stanley U.D. 11), and Bedfordshire 20 (Luton M.B. 18). 


Medical News 


Poliomyelitis Vaccination—In the New Year general 
practitioners will be able to obtain supplies of poliomyelitis 
vaccine for the vaccination of “ registered” children. This 
is announced in a statement from the Ministry of Health 
and the Department of Health for Scotland which confirms 
the resumption in the New Year of vaccination by local 
authorities. Vaccination will be limited to those children 
born between 1947-54 who have already been registered, 
priority being given to any who so far have received only 
a single injection. The central selection for vaccination, by 
month of birth in each year, is stopping, and local authori- 
ties are being given discretion to vaccinate the registered 
children in the order they find most suitable. General prac- 
titioners who wish to vaccinate any of their patients who 
are registered will now be able to do so. Arrangements 
for supplying practitioners with poliomyelitis vaccine will 
be made locally between the local health authority and the 
local medical committee. Commenting on the position 
once all the registered children have been vaccinated, the 
MINISTER OF HEALTH states: “ The offer of vaccination to 
children other than those already registered depends on the 
production of larger quantities of vaccine. It is hoped that 
this will be possible later in 1957, but no more precise indi- 
cation can at present be given.” The Medical Research 
Council is expected to announce in the spring its prelimin- 
ary findings on the degree of protection conferred by the 
vaccine used last May and June, 


New Radiotherapy Centre at Sheffield.—The Minister of 
Health has now sanctioned the building of a new radio- 
therapy centre for Sheffield. This will replace the exist- 
ing temporary institute and will be erected on a site mid- 
way between the University of Sheffield and the site for 
Sheffield’s new teaching hospital, within a few hundred yards 
of each. The new centre will be self-contained, and will 
possess all the facilities required for a modern radiotherapy 
centre. To begin with there will be 60 beds, but later their 
number will be increased to 150. Part of the cost of the 
centre will be met by a trust fund, at present valued at 
£150,000, created in 1942 by the late Alderman Dr. J. G. 
Graves, who did so much for Sheffield. The new building 
will be named in his memory the Graves Institute of Radio- 
therapy. The near-by David Morrison Research Department 
will be retained. This specially designed building, which 
was opened in 1949, houses supervoltage and radioactive 
cobalt units. It is a part of the benefaction of the late 
Mr. James Morrison, of Sheffield, who also bequeathed a 
large sum and the residue of his estate for the founding of 
university fellowships for research on the x-radiation treat- 
ment of cancer, to be held at or in close association with the 
David Morrison Department. 


King Edward’s Hospital Fund for London.—The DUKE oF 
GLOUCESTER, presiding at a council meeting on December 
13, said there were welcome signs that hospitals were be- 
ginning to emerge from the excessive stringency of the last 
few years. Now that some of their more urgent needs were 
being met the Fund would be able to pursue a more pro- 
gressive policy. At the moment the Fund was making a 
special effort to help the 40 or so mental and mental de- 
ficiency hospitals serving the London area. During the 


last three years the distribution committee had allocated 
nearly £200,000 in ordinary grants to hospitals and £50,000 
to convalescent homes, The Duke of Gloucester also an- 
nounced Sir ErNest Poo.ey’s retirement from the chair- 
manship of the Fund’s management committee, a post he 
has filled since 1948. He is succeeded by Lord 
McCorquopDae, and JAMESON becomes chair- 
man of the staff college committee in the latter's place. 
Presenting the report of the convalescent homes committee, 
Sir Henry Tipy said that during the last two years 400 
beds in children’s convalescent homes in the metropolitan 
area had been closed as redundant. This was the result of 
the rapidity of cure with antibiotics and of the perhaps 
unparalleled healthiness of the present generation of children. 
It was possible that these factors would also affect the need 
for beds in children’s hospitals. 


Heberden Society.—At the annual dinner of the Heberden 
Society, held in London on December 14, the toast list was 
short but the standard of oratory high. Sir Russet BRAIN, 
deputizing for Sir Henry Date, O.M., who was unfortun- 
ately prevented from attending owing to illness, proposed 
the health of the Society and congratulated Professor R. E. 
TUNBRIDGE on the Heberden Oration which he had delivered 
earlier that day. Speaking of the Society's President, Dr. 
ERNEST FLeTCHER, Sir Russell said that his election to the 
presidency was a tribute to all the work he had done for 
rheumatology. In reply, Dr. FLeTcHer read out a telegram 
of greetings from a “ Minnesota outpost” signed by Dr. 
Puitip Hencn. After giving some details of the Society's 
membership Dr. Fletcher spoke of the endless patience de- 
manded by the study of connective-tissue diseases and of 
the determined efforts that would have to be made to over- 
come the shortage of hospital beds needed for the treatment 
of rheumatism. Lord CoHEN OF BIRKENHEAD proposed the 
health of the guests in what was justly described by the 
responder, Dr. A. C. Don, Dean of Westminster, as a 
“ delightful and brilliant speech.” 


Royal College of Physicians of Edinburgh.—The office- 
bearers for the ensuing year are: President, Sir STANLEY 
DAVIDSON ; vice-president, Dr. A. Rae GILCHRIST ; members 
of council, Dr. J. D. S. Cameron, Dr. J. G. M. HaMILton, 
Dr. J. L. Henperson, Dr. J. HALLipaAy Croom, and Dr. J. 
LauRIE ; treasurer, Dr. J. ALASTAIR BRUCE; secretary and 
registrar, Dr. HENRY MATTHEW; and honorary librarian, 
Dr. Joun Ritcute. Mr. Georrrey R. PeENDRILL, assistant 
librarian at the Wellcome Historical Medical Library, 
London, has been appointed librarian of the College. 


Scottish Council of College of General Practitioners.—The 
first meeting of the fourth Scottish council of the College 
of General Practitioners was held at Livingstone House, 
Edinburgh, on December 13, when the following office- 
bearers were appointed for 1956-7: Chairman, Dr. W. S. 
GARDNER (Glasgow); vice-chairman, Dr. Lowett LAMONT 
(Edinburgh); hon. secretary and treasurer, Dr. RICHARD 
Scott (Edinburgh) ; assistant secretary, Dr. J. A. D. ANDER- 
SON (Edinburgh). A special tribute was paid to Dr. J. M. 
HENDERSON (Pitlochry), who has been the chairman of the 
Scottish council since its inauguration in 1953. The council 
also congratulated Dr. I. D. Grant (Glasgow) on his elec- 
tion last month as President of the College. 


Parliamentary Medical Committee.—At a meeting of the 
parliamentary medical committee on December 6 the fol- 
lowing officers were elected: Chairman, Lord AMULREE ; 
vice-chairman, Colonel M. Sroppart-ScoTt ; secretary, Dr. 
A. D. D. BrouGHToN. 


Royal College of Surgeons of England.—At the council 
meeting on December 13 a memorandum on the air-condi- 
tioning of operating theatres was adopted. The miemo- 
randum had been prepared by an ad hoc subcommittee of 
the council, and is now being sent to the Ministry of Health. 
Professor J. S. BARR, of the Massachusetts General Hospital, 
was appointed Robert Jones Lecturer for 1957. 


Chelsea Clinical Society.—For the first time in its history 
the Chelsea Clinical Society is opening its doors to lady 
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guests. The occasion is the opening meeting of the society's 
diamond jubilee year. The meeting will be at 8.30 p.m. at 
the Rembrandt Hotel, Thurloe Place, London, S.W.7, on 
January 8&8 Sir Mortimer WHEELER will be speaking on 
* Food 

North-east Clinical Society.— This society, which has lately 
been revived and holds clinical demonstrations and discus- 
sions at the Prince of Wales's General Hospital, Tottenham, 
has as a principal aim the bringing together of general prac 
titioners and consultants who work in the North-east Lon- 
don area, Those interested may obtain further information 
about the society from Dr. I. C. GtLuILaNpb, 22, Harley 
Street, London, W.1. 

St. Teresa's Hospital, Wimbiedon.—A new private wing of 
18 beds was opened at St. Teresa’s Maternity Hospital, The 
Downs, Wimbledon, on December 5 by Sir Horace EVANs. 
The wing is for private obstetrical patients, and is available 
for the medical staff of the hospital and for general prac- 
titioners. St. Teresa's is an independent hospital, outside 
the National Health Service 


Dr. T. P. Rees, who retired last month as medical superin- 
tendent of Warlingham Park Hospital after 21 years, was 
presented with the Freedom of the Borough of Croydon at 
a ceremony at the town hall on December 20 


COMING EVENTS 


“The Hurt Mind.”—On Tuesday, January 1, at 10 p.m 
the B.B.C. television service presents the first of five weekly 
programmes about the problems and treatment of mental 
illness The filming has been done in mental hospitals 
serving London and the South of England. The series deals 
with facilities for treatment, the causes of mental break- 
down, psychotherapy and social work, and physical methods 
ef treatment The series will be introduced by Mr. 
CHRISTOPHER M.P 


Watson Smith Lecture—Dr. R. M. B. MacKenna will 
deliver the Watson Smith lecture on January 10 at 5 p.m. at 
the Royal College of Physicians, Pall Mall East, London, 
S.W.1. His subject will be “ Acne Vulgaris.” 


Diabetes Symposium.—Cambridge University Medical 
School will hold a postgraduate course for general practi- 
tioners on diabetes on January 12 at Addenbrooke's Hos 
pital. Details before January 5 from the secretary of the 
Medical School, Tennis Court Road, Cambridge. 


Cambridge Graduates’ Medical Club.—A winter dinner 
will be held on January 23 at 7 for 7.30 p.m. at the Royal 
College of Surgeons of England. Details from Mr. J. H 
Lees Ferouson, F.R.C.S., 1, Upper Harley Street, London, 
N.W.1 


Cancer Education.—One-day conference for chairmen of 
health committees, medical officers of health, and others, 
January 24 at B.M.A. House. Details and tickets from the 
Central Council for Health Education, Tavistock House 
North, Tavistock Square, London, W.C.1. 


NEW ISSUES 


Journal of Neurology, Neurosurgery, and Psychiatry.—The now 
issue (Vol. 19, No. 4) is now available. The contents include: 


Peasty TumMouRS IN RELATION TO THE CeNnTRAL Nervous System. John S. 
Tytus and Joe Pennybacker 
Prystotoorcat Tremor. John Marshall and Geoffrey Walsh 
Sueacutre Myoctonic Sptnat Nevronitis. A. M. G. Campbell and Hugh 
Garland 
Evecteicat SIons THE OF Carnpat TUNNEL AND RELATED Syn- 
promes. John A. Simpson 
ISCHAEMIC AND POSTISCHARMIC PARAPSTHESIAE IN PoLYNEURITIS W 
Poole 
Tae Purtsary CHanoes tN THe Synpeome. G. F. M 
Russel! 
Sensory Derictrs Visuat Aowosta. G. Ettlinger. 
Inapraopaiate Arrect. Arthur Harris and Maryse Metcalfe. 
Boon Revirws. 
Issued quarterly; annual subscription £2 2s.; single copy 
12s. 6d.; obtainable from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1. 
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British Journal of Pharmacology and Chemotherapy.— The new 
issue (Vol. 11, No. 4) is now available. The contents include: 


Srupies THe OF TUBERCULOSIS: ETHYL MERCAPTAN AND 
RELATED COMPOUNDS Davies, G. W. Driver, E. Hogegarth, 
A. R. Martin. M. F. C. Paige, F. L. Rose, and B. R. Wilson. 

INHIBITION OF Histamine Recease BY SODIUM SALICYLATE AND OTHER 
Compounns. C. G Haining 

Tue Hyperrnoea Propucep sy INPRAVENOUS ADMINISTRATION OF Sat! 
cytates. J. B. Cochran and A. G. Ramsay 

THe ACTIVITY OF P-AMINOPHENOXYALKANE DERIVATIVES 
SOMA MANSONI. A. G. Caldwell and O. D. Standen 

Errect OF RING-SUBSTITUENTS ON THE ACTIVITY OF DIPHENOXYALKANES 
AGAINST SCHISTOSOMA MANSONI. O. D. Standen and L. P. Walls 

4 MopiricaTion OF Recerror THEORY R. P. Stephenson 

THe AcTiON OF FLUOTHANE—A New VotaTILe ANaestHetic. J. Raventés 

Tue Errecrs of RESERPINE AND ComMPOUND 48/80 ON THE RELEASE OF 
AMINES FROM THE Mast CeLis oF Rat B. K. Bhattacharya and G. P 
Lewis 

Oximes aND Hyproxamic Actps aS ANTIDOTES IN 
POISONING Bery! M. Askew 

Tue Nature or rue Toxictry or 2-Oxo-oximes. Bery! M. Askew, D. R 
Davies, A. L. Green, and R. Holmes. 

On THE oF AcTION OF TUBOcURARINE. M. Brzin and A. O. Zupanti¢ 

EFrect OF NORADRENALINE ON Urine AND RENAL BLOOD FLOW Fr. G 


Didcock 


AGAINST SCHISTO- 


ANTICHOLINESTERASE 


Marson 
THe Action oF Some Nuc eoroxtc SUBSTANCES ON PREGNANCY. K 


D. Jackson, and J. M. Robson 
Tue Errect of MUSCARINE ON Surertor Cervical OF 
Cats. N. Ambache, W. L. M. Perry, and P. A. Robertson 
ForMATION OF CaTECHOL AMINES DURING SPLANCHNIC STIMULATION Of 
THe AprenaL GLAND OF THE Cat. W. C. Holland and H. J. Schumann 
Tue Move or AcTION OF A MIXTURE OF PYRIMETHAMINE AND SULP#Ha- 
DIMIDINE ON Eimeria TENFLLA. L. P. Joyner and S. B. Kendall 
Errect OF THIOPENTONE ON BLOOD SuGaR aND Giucose ToLerRanct John 
W. Dundee 
THe Urinary Excretion oF SUBCUTANEOUSLY INJECTED HISTAMINE. Ross G 
Mitchel! 
THe Errect of Enzyme on THE Excretion OF Free Histamine 
IN HUMAN URINE Ross G. Mitchell. 
THe METABOLISM OF HitsTaMINE IN Various Species. Richard W. Schayer 
INDEX TC VotuMeE 11. 
Issued quarterly; annual subscription £4 4s.; single copy 25s.; 
obtainable from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @ 
Application should be made first to the institution concerned. 


Friday, January 4 

Royat Society of Giascow.—At Royal Faculty ot 
Physicians and Surecons of Glaszow. 8.30 p.m., Professor S. Alstead and 
Staff: Evaluation of New Drugs 


Saturday, January § 

KeNT Society At Royal Star Hotel, Maid 
stone, 3 p.m., Mr. N. France: Entrance to Secondary Education. 

MIDLAND Troracitc Society At Birmingham Chest Clinic, 3 p.m., sym 
posium by Dr. J. Butler, Dr. G. W. Hearn, Dr. J. Morrison Smith, and 
Dr. J J. Sumner: Chronic Bronchitis 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Jacksoa.—-On December 13. 1956, at Queen Charlotte’s Hospital, to 
Margery (formerly Taylor), wife of Philip Jackson, a daughter 

Mellor.—-On November 25, 1956, at Rocky Mountain House, Alberta. 
Canada, to Jean. wife of Dr. N. Mellor, a daughter—Cynthia Ann 

Morrefl.—-On December 1, 1956, at Middlesbrough Maternity Hospital, to 
Inez (formerly McDonald), wife of Dr. John A. L. Morrell, of Surgery 
House, Roseworth, Stockton-on-Tees, a daughter 

Smith.—On November 25, 1956, at Bristol Maternity Hospital, to Dr 
Donalda (formerly Morgan), wife of Dr. Dennis Leigh Smith, a daughter 


Moira Florence Ross 
MARRIAGES 


Livingstone —Kaddish.—On December 20, 1956, at Sheffield. Yorks. Cecil 
Simon Livingstone, MRCP... DCH of New Westminster, 
British Columbia, Canada, to Greta Lynnette Kaddish, M.B., Ch.B., 
of Shefficid 

Maddock—Waters.—On December 15. 1956, at Woodford Wells, Essex, 
Dr C. R. Maddock, of Worlington, Crediton, to Margaret Waters, of 
Stockton-on-Tees 

DEATHS 


Corbett.—On December 3, 1956, at Norwich, Norfolk, Percy Barnard 
Corbett, M B.. Ch B.. of The Croft, Brooke, Norfolk 

Coutts.—On December 5, 1956, James Stephen Percival Coutts, L.M.S.S.A., 
of 246. Wells Road. Bristol! 

Driberg.—On November 29, 1956, at Exeter, James Douglas Driberg, M.C.. 
O.B.E.. F.R.C.S., formerly of Crowborough, Sussex 

Driver.—On November 27, 1956, at Birtley House, Bramley, Surrey, Henry 
Lioyd Driver. M.R.C.S.. L.R.C.P., aged 82. 

Duntop.—On November 30, 1956, at Pentood Uchaf, Cardigan, John 
Dunlop. M.B., F.R.C.S_Ed., formerly of Abercarn, Mon., aged 75 

France.—On December 4, 1956, at his home, 7, Upper Dicconson Street. 
Wiese Lancs, Charles Frederic France, M.R.C.S., L.R.C.P., J.P., aged 


McManus.—On December 1. 1956, James McManus, L.R.C.P.&S.Ed. 
L.R.F.P.S.. of 4, Cumberiand Road. Leeds 

Patterson.—On November 26, 1956, at Fernbank, Bothwell Road, Hamil- 
ton, Lanarks, Joseph Hume Patterson, F.R.F.PS., P.H 

Rawience.—On November 28, 1956, at Leatherhead, Marian Rawlence. 
M.D., aged 78 

Stuttaford.—On November 24, 1956, at Horning, Norfolk, William Joseph 
Edward Stuttaford, M.C.. MR.CS.. L.R.CP.. aged 80 

Vidal.—On November 25, 1956, Alan Cunliffe Vidal, D.S.O.. M.R.C.P.Ed 
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‘ons ? 
Any Questions ? 
We publish beiow a selection of those questions and 
cnswers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
sabmitted 


Treatment of Scabies 


Q.—A correspondent in the Journal (November 10, 
page 1117) recently reported that scabies seemed to be 
increasing. What is the best treatment of scabies? 


A.—Scabies is one of the most satisfactory of skin condi- 
tions to treat because one can guarantee to produce a cure. 
Failure to do so means either that treatment has been 
imperfectly carried out or the patient has reinfected him- 
self from some untreated source. In 1943 K. Mellanby’ 
demonstrated the outstanding importance of personal con- 
tact in the transmission of scabies; he also showed that a 
patient might be infected for several weeks before com- 
plaining of itching. From this the fundamental principle 
was developed that in every case of scabies not only the 
patient but the whole household, whether they present 
symptoms or not, must be treated synchronously. This 
includes not only the children but grandmother who is 
bed-fast upstairs and the lodger in the back bedroom. For 
individual treatment benzyl-benzoate emulsion is completely 
adequate ; with his expert orderlies Mellanby obtained 100% 
cure from one application. For ordinary cases the follow- 
ing routine should be followed. On the first night the 
paticnt has a bath and applies the benzyl-benzoate emul- 
sion te every inch of the body below the chin. This must 
be emphasized to the patient, else he will only dab it on 
the spots ; all areas should be treated, including the genitals 
and soles of the feet. The best method of applying the 
emulsion is with the patient’s own hands helped by a nurse 
or relative for those places he cannot reach. The second 
night the application is repeated without the bath, and on 
the third morning the patient puts on clean underlinen and 
the sheets on his bed are changed. There is no need for 
any special disinfection of the linen provided it is kept 
away from human contact for a few days. It is important 
not to apply the emulsion more than twice in case the 
patient may develop an itching dermatitis and, thinking 
he is not cured, persist with still more applications. Any 
irritation after the third morning should be allayed with 
lotio calaminae oleosa. Only if the itching persists for a 
fortnight should a further course be given, and even then 
only after the diagnosis has been reviewed. 


REFERENCE 
' Mellanby, K., Scabies, 1943. London 


Lignocaine in Pudendal Block for Low Forceps 


Q.—Is lignocaine a suitable analgesic for low forceps 
deliveries? If so, in what strength and quantity should it 
he given, and should adrenaline and hyalase be combined 
with it? What is the maximum amount of lignocaine that 
may safely be given, and what toxic or other hazards are 
there ? 


A.—Lignocaine is most suitable for pudendal block 
analgesia for low forceps deliveries. The technique has been 
recently described in this Journal by Gate and Dutton.’ If, 
however, the head is not yet distending the perineum, the 
injection of the pudendal nerves can be more easily, more 
safely, and less painfully effected by the transvaginal, as 
opposed to the transperineal, route.” A 0.5% solution of 
lignocaine gives satisfactory results, The maximum amount 
of this concentration that may be safely given is said to be 
200 ml., but in practice less than 80 ml. suffices for blocking 
both pudendal nerves. Some prefer to use a 1% solution 
in smaller amount, but the toxicity of the drug increases in 
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geometric rather than in direct proportion to the concentra- 
tion. Reactions to the drug may be due either to an idio- 
syncrasy, in which case acute collapse follows even a small 
dose, or to overdosage. The latter leads to central respira- 
tory and circulatory stimulation followed by depression and 
collapse. It is therefore wise to use the minimal effective 
dose of drug in the weakest effective solution; to ask for 
any history of sensitivity; and to ensure that none of the 
solution is injected directly into a blood-vessel. 

The addition of hyalase (400 units to 80 ml. 4% ligno- 
caine) is said, by accelerating diffusion, to expedite the onset 
of analgesia, For the same reason it shortens the duration 
of analgesia, and it is to counteract this that five minims 
(0.3 ml.) of 1 in 1,000 adrenaline is also added to the 80 ml. 
of local analgesic. However, probably the majority of 
obstetricians obtain equally satisfactory results without 
adding either of these. 
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“ Ovarian Dust” 


Q.—A man has been offered a job in a laboratory con- 
cerned with the preparation of ovarian extracts. Apparently 
during the process of grinding the dried ovaries the atmo- 
Sphere is laden with “ ovarian dust.” Is this dust likely to 
affect his health ? 


A.—lIt seems probable that the oestrogen content of the 
“ ovarian dust” would be so small that there would be little 
likelihood of any specific effects being produced as the 
result of its inhalation. On the other hand, the possibility 
of allergic reactions seems much stronger. As a rule labor- 
atories do not come under the Factories Act, particularly 
those where experimental work is carried on. Usually, how- 
ever, a firm which has a dust problem in a laboratory calls 
on the staff of the Factory Department to advise on the 
control of dust or fume, although chemists working in such 
laboratories are often careless about health risks. It would 
be quite a simple matter to contro! the dust from grinding 
the ovaries, and I suggest that the doctor advises his patient 
to have a word with the manager on the subject 


Sulkowitch and Fantus Tests 


Q.—Please describe the reagents needed and the tech- 
niques of (a) the Sulkowitch test for urinary calcium, and 
(b) the Fantus test for urinary chlorides. What are the 
odvantages and disadvantages of these tests compared with 
others available for these estimations ? 


A.—(a) The Sulkowitch reagent’ has the following com- 
position : oxalic acid 2.5 g.; ammonium oxalate 2.5 g.; 
glacial acetic acid 5 ml.; distilled water q.s. ad 150 ml. 
Equal volumes of urine and reagent are mixed in a test- 
tube and the mixture stood for two to three minutes. The 
results are interpreted as follows : 


Appearance of Calcium 
Oxalate Precipitate Urinary Calclum Probable Serum Calcium 


No visible precipitate Absent or trace Less than 8.5 mg./100 mi. 
Fine white cloud Moderate Normal 
Heavy milky precipitate. Increased —_ than 12.5 mg./100 

Many factors influence the concentration of calcium in 
the urine—for example, concentration of urine, calcium con- 
tent and acidity of the diet, etc. Nevertheless, the presence 
of more than a trace of calcium in the urine of a patient 
with tetany usually excludes hypocalcaemia, and the test 
is of ‘particular value in the regulation of treatment of 
patients with hypoparathyroidism. In a patient with renal 
calculi, persistently increased urinary calcium calls for 
further investigation of the calcium balance to exclude 
hyperparathyroidism. 

(b) The reagents for the Fantus test? are: potassium 
chromate, 20% solution ; silver nitrate, 2.9% solution. Ten 
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drops of urine are measured into a test-tube with a dropping 
pipette. The pipette is washed with distilled water and one 
drop of the potassium chromate solution is added. After 
igain washing the pipette, the silver nitrate solution is 
added drop by drop, the number of drops required to give 
a brick-red precipitate being recorded. This number of 
drops equals the number of grammes of sodium chloride 
per litre of urine. 

Marriott’ considers that a chloride concentration below 
3 g./litre in a concentrated urine indicates salt depletion ; 
but the test is not reliable,* and more accurate methods 
should be used wherever there is a laboratory. Urinary 
chloride determinations do not always reflect the balance 
of chloride and sodium in the body, because occasionally 
cases with hyperchloraemia excrete less than 1 g. NaCl/litre, 
and others with hypochloraemia may excrete more than 
3 g. NaCl/iitre. 
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Breathing Exercises for Emphysema 


Q.—Would breathing exercises benefit an emphysematous 
patient? If so, what kind are suitable and where are they 
described ? 


A,— Although physiological tests have failed to show any 
objective evidence of benefit to emphysematous patients 
from breathing exercises, there is no doubt that many of 
these patients do derive considerable subjective benefit, with 
increase in exercise tolerance, from them. Other factors, 
such as the control of infections in the chronic bronchitic 
subjects and the proper use of antispasmodics, should of 
course receive attention. The appropriate breathing exer- 
cises are described in Marshall and Perry's Diseases of the 
Chest. 
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Pantothenic Acid and the Hair 


Q.—-What is the action of pantothenic acid in man? Are 
the claims that it promotes the growth of hair justified ? 
ls it absorbed through the skin? 


A.—Pantothenic acid is part of co-enzyme A and as such 
is of major importance in the intermediary metabolism of 
fats and carbohydraies. It almost certainly plays a part in 
the utilization of copper for adequate hair growth and 
melanin formation. Deficiency of this vitamin in rats 
causes circumocular loss of hair and symmetrical greying : 
dermatitis may occur, and accumulations of coproporphyrin 
appear around the whiskers. In man, however, no instance 
of pantothenic acid deficiency has been reported. This is 
generally believed to be due to the very widespread occur- 
rence of this vitamin in foodstuffs and also to the fact that 
it is synthesized by some intestinal bacteria. Because of 
its effects in restoring hair growth and pigmentation in arti- 
ficially deficient animals and on the basis of imperfectly 
conducted trials in man, pantothenic acid has been advanced 
as a therapy for baldness and greying hair in spite of the 
fact that no differences have been found in the amounts of 
pantothenic acid excreted through the hair of normal per- 
sons and of those with common baldness, and between the 
urinary excretion in normals and those with baldness or grey 
hair. The claims for the value of pantothenic acid in the 
treatment of these conditions were finally adequately dis- 
proved in a very carefully controlled trial.’ 

Pantothenic acid is a water-soluble vitamin, so its absorp- 
tion through the skin is likely to be slight. Its lipid-soluble 
derived alcohol—pantothenol—is, however, absorbed. 
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ANY QUESTIONS ? Mepicat 


Rudolf Steiner Movement 


Q.—What contribution has the Rudolf Steiner movement 
made to the care and education of children? 


A.—tThe contribution made by the Rudolf Steiner move- 
ment to education is most obvious in connexion with the 
care and education of handicapped children, particularly 
those who are mentally retarded. The movement is essen- 
tially of a mystical and religious nature, and its theoretical 
tenets are not such as would be subscribed to by the 
majority of orthodox psychiatrists, psychologists, and educa- 
tionists. The positive aspect of the movement in this field 
is the optimism and enthusiasm of those engaged in the 
work. This has resulted in helping to draw public atten- 
tion to the need for greater provision for handicapped 
children and has underlined the prognostic limitations of 
orthodox assessment. 

In the present grave shortage of suitable accommodation 
for handicapped children and often an absence of educa- 
tional facilities, the Rudolf Steiner movement has been 
able to make a substantial contribution towards meeting 
these needs by its establishment of a number of schools 
and colonies. The availability of this accommodation is 
still, however, limited by cost, so that it is in practice only 
accessible to those children whose parents can afford to 
pay for them, or in whose case public authorities are willing 
to pay for their tuition and care in one of the special schools 
or colonies. The question whether these schools and 
colonies provide anything which could not be provided in 
any good school or institution by the public authorities is, 
of course, a matter of opinion; in the writer's view any 
special benefit is more likely te depend on the special in- 
terest and enthusiasm of those engaged in the teaching of 
the children than on the theoretical and mystical principles 
which are subscribed to by the movement. 


Ventricular Tachycardia 


Q.—A patient with attacks of ventricular paroxysmal 
tachycardia following a coronary thrombosis six months ago 
is at present controlled by quinidine gr. 3 (0.2 g.) five 
times a day. If in spite of this attacks develop, should the 
dose of quinidine be increased or should other drugs such 
as procaine amide be given? 


A.—If the patient gets further attacks of ventricular tachy- 
cardia the quinidine might be increased to 20 or 25 gr. 
(1.3 or 1.65 g.) a day. I should expect, however, that with 
the lapse of time the chance of attacks recurring would 
probably be quite small ; in fact it would be worth decreas- 
ing the dose. Procaine amide could be given up to 2 g. 
a day. 


Corrections.—The chairman of the Industria] Injuries Advisory 
Council is Sir Arnold Plant, Sir Ernest Cassel professor of 
commerce at the London School of Economics. We regret that 
his name was wrongly recorded in our issue of December 15 
(p. 1438). 


We regret that in printing the letter from Mr. G. J. Hipkins 
requesting information on medical libraries in the British Isles 
(Journal, December 22, p. 1490) we omitted the address: G. J 
Hipkins, Honorary Secretary, Medical Section of the Library 
Association, 13, Hill Street, London, W.1. 
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Altiology. Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for pubrvication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.4. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. if reprints are required, as 
proofs are not sent abroad. 

“ ERTISEMENTS should be addressed to the Advertisement Director, 

B.M.A. House, Tavistock Square, London, W.C.! (hours 9 a.m. to 
p.m.) EUSTON 4499. TeLrorams: Britmedads, 
Westcent, London 

MEMBERS* SUBSCRIPTIONS should be sent to the SECRETARY of 
the Association. EUSTON 4499. TeLeorams: Medisecra, 
Westcent, London. 

B.M.A. ScorrisH Orrice: 7, Drumsheugh Gardens, Edinburgh. 


| 


SUPPLEMENT TO THE 


BRITISH MEDICAL JOURNAL 


LONDON SATURDAY DECEMBER 29 1956 


CONTENTS 


Remuneration Claim - - - . - - 227 
Rugby and South Warwickshire Resolutions — - - 228 
Part-time Local Authority Work - - - - 228 
Medical Remuneration in British Borneo - : - 229 
Medical Practices Committee - - - - - 229 


Board-and-Lodging Charges’ - - 229 
Scottish News - - . - - - - - 20 
Diary of Central Meetings : - - - - 232 
Branch and Division Meetings to be Held - - 232 


REMUNERATION CLAIM 


COMMITTEE’S REPRESENTATIVES TO MEET 
MINISTERS 


A meeting of the Negotiating Committee will be held on 
the morning of January 3, 1957, and representati-es of the 
Committee will meet the Ministers on the following day. 
A letter from Sir John Hawton, Permanent Secretary to 
the Ministry of Health, dated November 21 and containing 
the Ministers’ answer to the supplementary memorandum 
of the Negotiating Committee, was published in the Supple- 
ment of December | (p. 201). The subsequent correspon- 
dence between Sir John Hawton and Dr. A. Macrae, Secre- 
tary of the Negotiating Committee, is reproduced below. 


Correspondence with Ministry 
22nd November, 1956. 


Dear Sir Jonny, 

I am writing to acknowledge receipt of your letter of yester- 
day, informing me that Ministers remain of the opinion that ao 
contractual obligation such as has been alleged by the Negotiating 
Committee exists and that no action based on such a claim could 
succeed. 

When we met the Minister of Health on August Ist, almost his 
first words were that the last thing he and his colleagues had 
intended was that their reply to the original memorandum sub- 
mitted by the Negotiating Committee should be regarded as curt. 

I must say that I am disappointed by the curtness of this new 
communication. You will remember that the Minister told us 
that, although there would be constitutional objections to his 
sending us a copy of the statement received from his legal 
advisers, we might have a “ reasoned reply,”’ based on the views 
of his advisers, in the event of these views differing from those 
of the legal experts who have advised the Negotiating Committee. 

I am surprised to find no. reference to this in your letter. 
May I know, please, whether a “ reasoned reply” is being pre- 
pared ? If so, I hope that I may receive it before next Wednes- 
day, November 28th, as the Negotiating Committee will be 
meeting on the morning of that day. 
Yours sincerely, 

A. MACRAE, 
Secretary, Negotiating Committee. 


27th November, 1956. 


Dear Dr. 

Thank you for your letter of the 22nd November about the 
memorandum on the Negotiating Committee’s views on the lega! 
aspects of the claim for increased remuneration. 7 i 

I am asked to assure you that it was far from the intention 
of Ministers to give any impression of curtness or discourtesy 
in their reply to the memorandum. Indeed, as I explained in my 
letter they have most fully and carefully examined the arguments 


contained in the memorandum. From their point of view the 
position is simply this: the question at issue was whether or not 
they could be held to have entered into a legal contract in- 
volving the automatic adjustment of medical remuneration in 
the manner suggested by the Negotiating Committee. After their 
full examination of the Committee's memorandum, they are 
convinced that they cannot be held to have entered into such a 
contract, so that it is difficult to see what there is that can be 
usefully added to their expression of that conviction. 

I am asked to say, however, that—while there does not seem 
to be anything more helpful which they can add—they will be 
only too pleased to meet and hear the representatives of the 
Negotiating Committee again if that should be the Committee : 


wish. 
Yours sincerely, 
JoHN HawTon 


29th November, 1956 


Dear Sir Joun, 

The Negotiating Committee have now considered your letter 
of the 21st November, and can only assume that it is based on a 
complete misconception of the nature of the case which has been 
made out in their supplementary memorandum. 

The Committee have never alleged that the overriding con- 
tractual obligation of the Government to the two branches of 
the profession is an obligation which could be enforced by legal 
proceedings in the ordinary way. What is vital to the profession's 
case is that the contractual obligation exists, whether or not it 
be enforceable by such legal proceedings. Implicit in the con- 
iractual obligation is the moral obligation of both parties to the 
bargain to honour their,promises, and the moral obligation may 
well be the more cogent by reason of difficulties of legal pro- 
cedure. The position of the profession is, quite simply, that the 
Government is under both a contractual and a moral obligation 
to implement the promises which were made to the profession 
when ‘hey entered the National Health Service ; and in the view of 
the Committee observations as to the difficulty of enforcing this 
obligation are beside the point and can only tend to confuse the 
real issue. 

You will recall that at the meeting of the Ist August, 1956, be- 
tween the Ministers and the representatives of the Committee 1 
was agreed that the Committee should submit a supplementary 
document dealing in greater detail with the legal aspects of the 
case. That promise was implemented by the memorandum 
which the Committee submitted on the 12th September, and it 
was well understood that after receipt of this memorandum the 
Minister would prepare and send to the Committee a reasoned 
answer. The Committee cannot accept your letter as a complete 
or satisfactory explanation of the Ministers’ position, or as a 
fulfilment of the understanding which was reached at the meeting 

On receipt of the Ministers’ full answer, the Committee would 
wish to seek an early meeting with him in order to discuss what 
steps should next be taken to resolve the differences between the 


Parties. Yours sincerely, 
A. Macrae, 
y. N iating Committee 
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3rd December, 1956 
Dear Dr. Macrae 

Thank you for your letter of the 29th November, which I 
have at once shown to Ministers. 

They ask me to say that, as they see the position, it is really 
twofold. There have so far been two main issues put before 
them. The one 1s that of the general claim of the Negotiating 
Committee that there should be, on merits, increased remunera- 
tion for the medical profession. The other is that, apart from 
or in addition to the claim on merits, there was a definite con- 
ractual obligation upon Ministers to agree to increased 
remuneration. 

On the former, the main claim on merits, Ministers have, as 
you know, decided that under present economic circumstances, 
they could not at the moment consider it. They have not decided 
for or against the merits of the claim at all, but merely that 
this is not the moment to consider it. 

On the second issue, when it was put to Ministers by the 
Committee that there was a binding contractual obligation, it 
was clear that if that were so the position might be very different. 
They therefore at once agreed to consider this aspect of the 
claim and were assisted by a full memorandum on the legal 
aspects which your Committee gave them. After considering this 
most carefully they decided that such a contractual obligation 
did not exist. It was to this second issue that my letter of the 
2Ist November was restricted. 

That, in summary, is the position to date. If the Negotiating 
Committee’s representatives wish to hear further from Ministers 
why they have had to decide that this is not the time to consider 
a claim, Ministers will—as I have assured you—be very ready at 
any time to see them personally 

I do hope this removes any misunderstandings as to the replies 
so far given to the Committee 

Yours sincerely, 
JoHN HAWTON 


7th December, 1956. 
Dear Sir Joun 
I am asked by the Joint Chairmen of the Negotiating Com- 
mittee to say that they find your letter of 3rd December most 
unsatisfactory 
At considerable trouble, and at Mr. Turton’s own invitation, 
the Committee -repared a closely reasoned document which as 
sent to you on 12th September. The Committee were promised, 
and are entitled to expect, a reasoned reply. They still await that 
reply. They would be glad to receive it in the near future. 
Yours sincerely, 
A. MACRAE, 
Secretary, Negotiating Commitiec 


13th December, 1956. 
Dear Dr. Macrae, 

Thank you for your letter of the 7th December. I have, of 
course, consulted Ministers on it and they have considered most 
carefully what you say They find it difficult, however, to see 
what they can usefully add to my two last letters of the 27th 
November and 3rd December, and I can only say that—as I 
made clear in those two letters—they will be glad at any time to 
meet and hear the Negotiating Committee's representatives if that 
should be the Committee's wish 

Yours sincerely, 
Joun HawrTon. 


18th December, 1956 


Dear Sir Jonn, 

The Joint Chairmen of the Negotiating Committee have now 
examined your letter of 13th December and have observed that, 
despite the promise given by Mr. Turton on Ist August, the 
Ministers are unwilling—and presumably unable—to answer the 
arguments contained in the memoranda submitted to them by the 
Committee 

The Joint Chairmen have nevertheless decided to accept the 
offer of the Ministers to meet representatives of the Committee, 
and arrangements have been made for this meeting to take place 
at the Ministry of Health on Friday, 4th January. I am asked to 
state that this decision is without prejudice to the rights of the 
profession under the Spens reports. 

Yours sincerely, 
A. MACRAE, 
Secretary. Negotiating Committee 


REMUNERATION CLAIM 


SUPPLEMENT to THE 
BRITISH MEDICAL JOURNAL 


RUGBY AND SOUTH WARWICKSHIRE 
RESOLUTIONS 


A joint meeting of the Rugby and South Warwickshire 
Divisions was held on December 6 to consider the Cumber- 
land Division resolutions on the remuneration claim (Supple- 
ment, October 27, p. 172). The following resolutions were 
adopted mem. con.: “ Resolved that this meeting (1) wel- 
comes the initiative shown by the Cumberland Division in 
regard to the remuneration claim ; (2) views with grave dis- 
quiet the apparent lack of progress in the negotiations with 
the Government on the remuneration claim (due to no fault 
of our Negotiating Committee); (3) would vigorously resist 
any attempt to induce the profession to accept an award 
which does not adequately concede the original claim ; (4) in 
the event of full satisfaction not being obtained supports 
the Cumberland Division in requisitioning a special repre- 
sentative meeting in accordance with the by-laws to discuss 
the situation and any action that may seem necessary.” 


PART-TIME LOCAL AUTHORITY WORK 

NEW SCALES OF FEES 
Committee C of the Medical Whitley Council has agreed to 
recommend revised fees as from January 1, 1957, for medical 
practitioners undertaking part-time work for local authori- 
ties. Local authorities have been notified of the recom- 
mended new scale of fees (M.D.C. circular No. 32) as set out 
below. 


Fees for Sessions of Normally One and a Half to 
Two and a Half Hours 


I. Consultants.—Regular weekly individual, occasional, or addi- 
tional sessions and emergency attendances: £5 5s. per session or 
attendance. For sessions of not more than one hour—that is, 
which do not normally exceed one hour: £3 3s. 

Il. General Practitioners.—Regular weekly individual, occa- 
sional, or additional sessions and emergency attendances: 
£3 12s. 6d. per session or attendance. For sessions of not more 
than one hour—that is, which do not normally exceed one hour: 
7s. 6d. 

Ill. Refractionists——-Any medical practitioner in an arrange- 
ment to perform clinical refraction work only: £4 4s. per session 
in all cases 


Payment-per-case Fees 


IV. Consultants.—For consultations, surgical operations, and 
x-ray treatment of ringworm: by direct arrangement between the 
local authority and the consultant. 

V. National Assistance Act.—For examination of blind or 
partially sighted persons for the completion of Form B.D.8 (when 
sessional arrangements are impracticable): £3 3s. for examina- 
tion in the consultant’s or approved ophthalmologist’s consulting- 
room, subject to a reduction to £2 2s. for a re-examination pro- 
vided the previous Form B.D.8 is available to the consultant or 
approved ophthalmologist at the time of the re-examination; 
£4 4s. for examination at the patient's home. 

VI. Lunacy Act, 1890.—For certification under the Lunacy Act, 
other than a certificate under Sections 55 (8) or 335 of the Act, 
which is given free of charge: £3 3s. 

VII. Mental Deficiency Act, 1913.—For certification under 
this Act: £3 3s. 

VIII. Mental Treatment Act, 1930.—For a recommendation 
under Section 5 of the Act: £3 3s. For a recommendation under 
Section 1 (2) of the Act: £1 17s. 6d. 

(Note.—The foregoing fees in VI. VII, and VIII should be paid in 
all cases where the practitioner has carried out the examination, irrespec- 
tive of whether or not he is able to complete the certificate or recommen- 
dation, or of whether in VI and VII an order in respect of the patient 
is subsequently made out by the justice.) : 

IX. Boarded-out Children.—For the initial medical examina- 
tion of children committed to the care of or received into care 
by a local authority and boarded out under the Boarding-Out of 
Children Regulations, 1955: £1 5s. For subsequent examina- 
tions: 12s. 6d. These fees include both examination and report. 

X. Medical Officers to Fire Brigades.—For examination of a 
new candidate for the Fire Brigade, with report: £1 17s. 6d. 
For report, for example, on a sick man, by own medical atten- 
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dant: 15s. For examination and special report by independent 
referee: £1 17s. 6d. For examination of an officer with a view to 
selection for a higher appointment: £1 17s. 6d. 

XI. Medical Examination for Superannuation.—For medical 
examination (including a report) for superannuation purposes: 
£1 17s. 6d. 


Establishments Maintained by Local Authorities 


Visiting Medical Officers —For regular and routine 
attendances remuneration to be by annual salary or sessional 
fee at the discretion of the local authority. When the sessional 
basis is adopted the appropriate fee laid down in the agreement 
and set out above to be paid. When the salary basis is adopted 
the annual salary to. be £100 for one hour a week spent at the 
establishment and £175 for two hours a week, with an addition 
of £75 for each hour over two. 

The number of hours per week to which the annual salary is 
related to be a matter for agreement from time to time between 
the local authority and the practitioner concerned, it being under- 
stood that agreements embodying periods of half an hour or any 
other period of less than an hour (with proportionate rate of 
payment) are not precluded. 

A practitioner remunerated by annual salary will be respon- 
sible for previding a locum, at his own expense, when he is 
unable to carry out the duties himself. 

An emergency visit (made on special request and outside the 
regular and routine attendances) which is not covered by National 
Health Service arrangements: 15s. between 9 a.m. and 8 p.m., 
and £1 10s. between 8 p.m. and 9 a.m. 

The fees set out above refer to services not covered by the 
National Health Service Act, 1946, and are in addition to normal 
capitation fees under the Act, it being understood that every 
effort should be made to relate the arrangements to work done 
over and above that carried out under the Nationa! Health 
Service. 

Fees for Lectures and Other Services 


XIII. Lectures—For giving courses of elementary lectures to 
the lay public on first aid, home nursing, child care, and hygiene: 
£2 2s. for each lecture normally of 60 minutes’ duration. 

XIV. Other Services.—For services not mentioned above he 
rate of remuneration to be arranged after consultation between 
the local authority and the local Division or Branch of the British 
Medical Association. 


Mileage Allowances 
With reference to Sections I and IV to XIII, ls. per mile each 
way to be paid for every mile travelled outside a radius of two 
miles (or, in urban areas, the radius agreed between the local 
executive council and the local medical committee as the nermal 
area of practice), the mileage being reckoned from the practi- 
tioner’s home or from any centre from which he practises, which- 
ever is the less, subject to a maximum allowance of 20s. for the 
return journey; provided that no allowance shall be payable for 
a journey for which the practitioner receives or has claimed an 
allowance otherwise, or for any visit or attendance for the pur- 
pose of rendering general medical services under the National 
Health Service Act, 1946 
With reference to Sections II and III, a mileage allowance (as 
above) to be paid for travelling to a clinic in a rural area ex- 
pressly for the purpose of the work of a clinic outside the area 
of the medical practitioner's own practice. 


MEDICAL REMUNERATION IN 
BRITISH BORNEO 


The following improved salaries have been introduced for 
medical officers in the Government Medical Services in 
North Borneo and Sarawak: Director of Medical Services: 
$1,870 per month basic plus $240 inducement pay (£2,618 
per annum basic plus £336 inducement pay); Deputy 
Director: $1,610 per month basic plus $240 inducement pay 
(£2,254 per annum basic plus £336 inducement pay); 
Medical Officers’ Scale: $840 to $1,420 per month basic 
with inducement pay ranging from $180 at the minimum 
to $240 at the maximum of the scale (£1,176 to £1,988 per 
annum basic with inducement pay ranging from £252 at 
the minimum to £336 at the maximum of the scale). In 
addition, an officer in receipt of inducement pay and whose 
children are being educated outside the Borneo Territories 


is paid a non-pensionable allowance of $100 a month (£140 
a year) for each child aged between 5 and 18 years up to 
two in number. 

Married officers with one or more dependent children 
get a child allowance of 74% of salary with a maximum of 
$100 a month (£140 a year). In North Borneo the allowance 
is payable in respect of children under the age of 18 years. 
In Sarawak it is payable in respect of children under the 
age of 17 years, and in respect of children aged between 
17 and 21 years provided they are receiving full-time 
education. 


MEDICAL PRACTICES COMMITTEE 
AMENDMENT OF CLASSIFICATION OF AREAS 


The following areas have been reclassified by the Medical 
Practices Committee as “ designated” : 


Kent and Canterbury.—* Borough of Maidstone. 

Lancashire.—* Leyland. 

Middlesex.—Borough of Enfield: *Ordnance and Enfield Wash 
Wards. 

Staffordshire-—*City of Lichfield; *Borough of Tamworth. 

Walsall.—*Northern District. 

Glamorganshire.—* Urban District of Maesteg. 


The following areas have been reclassified as “ inter- 
mediate 


Bedfordshire.—Luton. 

Buckinghamshire.—Stony Stratford; New Bradwell-cum- 
Wolverton and Hanslope. 

Dorsetshire —Branksome (North), Parkstone (North), and 
Poole. 

Essex.—Urban District of Thurrock (except Aveley Housing 
Fstate); Rural District of Epping and Ongar (except Harlow New 
Town) 

Isle of Ely. —Whittlesey 

London.—Borough of Wandsworth: Bedford Ward. 

Middlesex.-Borough of Willesden: Brondesbury Park Ward; 
Hayes and Harlington Urban District: East Ward. 

Nottingham County and City.—Carlton and Netherfield. 

Staffordshire.—Stone Urban District. 

Warwickshire —Borough of Solihull: Northern Area. 

Westmorland.—Bowness-on-Windermere, and Windermere. 

Yorks (W.R.).—Colne Valley; Wath-on-Dearne. 

Blackpool.—North Shore and Layton. 

Vanchester—Whole of County Borough. 

Preston.—Whole of County Borough. 

Rotherham.—Whole of County Borough. 

Tynemouth.—Whole of County Borough. 


The following areas have been reclassified as “ restricted ™: 


Buckinghamshire.—Princes Risborough and Hampden. 

Cheshire.—Helsby (Sub-division “ D” of Runcorn); Styal (with 
Wilmslow and Handforth). 

Dorsetshire.—Lytchett Minster, Lytchett Matravers and Dis- 
trict; Branksome Park, Canford Cliffs, Sandbanks, Lilliput and 
Parkstone (South). 

Hampshire.—Leigh Park Housing Estate (Havant and Waterloo 
Urban District). 

Lancashire.—Poulton-le-Fylde. 

London.—Borough of Hackney: Triangle and Victoria Wards. 

Norfolk.—Urban District of Diss. 

Suffolk (East).—Otley (Deban District). 

Warwickshire-—Borough of Solihull: Southern Area 


’ 


BOARD-AND-LODGING CHARGES 


At a meeting of the Stirling Branch Council of the B.M.A. 
on December 9 the following resolution was carried 
unanimously : 

“That this Branch Council notes with dismay the recent 
increases in board urd lodging charges for resident medical 
staff. It is of opinion that these charges will especially affect 
mental and infectious diseases hespitals and lead to a further 
deterioration in an already precarious staffing position. It urges 
that these increases should be reconsidered by Committee B of 
the Medical Whitley Council in this light, and also bearing in 
mind the many injustices and inadequacies of accommodation 
involved.” 
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HOSPITAL COSTS IN SCOTLAND 

Ihe average weekly cost of maintaining a patient in Scot- 
tish general hospitals, including specialist services but not 
out-patient expenditure, was £16 Os. 6d. in the year ended 
March 31, 1956, an increase of 6.9% over the previous year. 
In the major teaching hospitals the average weekly cost 
was £17 6s. 10d., an increase of 5% over the previous year. 
These figures are given in the annual analysis of the running 
costs of Scottish hospitals." 

In general hospitals with 50 beds or less, the average 
expenditure per in-patient per week was £14 15s. 6d.; with 
51-300 beds, £16 LOs. 6d.; with more than 300 beds, £15 
iSs. 3d. The average costs for other types of hospitals 
were : Chronic sick, £8 9s, 4d.; convalescent, £8 3s. 1d. ; 
isolation, £14 8s. 3d. ; sanatoria, £11 12s. 8d. ; isolation and 
tuberculosis, £14 5s.; maternity, £19 19s. 4d.; mental, 
£5 16s. 4d.; mental deficiency, £5 Is. Of every £1 spent 
on maintaining and treating an in-patient (excluding 


specialist salaries), 10s. 10d. was for salaries and wages, 
3s, Id. for provisions, Is, Sd. for drugs, dressings, bedding, 
etc., 2s. 6d. for domestic repairs, heat, light, etc., and 2s. 2d 


tor overheads. 

The average daily number of in-patients was 54,890. 
Ihe number of out-patient attendances at the general and 
major teaching hospitals was 2,343,821 and 2,470,666 
respectively. At both types of hospitals the cost of each 


Costs of Hospitals, Year Ended March 31, 1956. H.M.S.O., 
Edinburgh. Price 10s. 6d 


Correspondence 


Because of heavy pressure on our space, correspondents are 
wked to keep their letters short. 


Unity of Purpose 

Stx,—Your leading article (Journal, December 15, p. 1417) 
headed “ Unity of Purpose,” while raising some interesting 
questions, tends to confuse a number of issues. First, as 
regards remuneration, I am sure that all but a handful of 
doctors support fully the attitude of the Negotiating Com- 
mittee. Whatever changes may take place in the structure 
of the N.HS. or in the method of payment of doctors, we 
shall still have to fight to maintain the financial status of 
the profession against the resistance of successive govern- 
ments. 

Some of your correspondents have asked for leadership. 
but that can be given only when the leaders are informed 
within broad limits of the views of the profession. It is 
notoriously difficult to discover what these views are. I 
have as much opportunity as most of meeting medical col- 
leagues, and I confess that I am far from sure what the 
attitude of the profession would be towards any major 
change in the organization of the N.H.S. (or to withdrawal 
from the Service, for that matter). I know, of course, that 
some doctors advocate a change to the New Zealand method 
of payment ; others say frankly they would prefer to serve 
in a salaried service. The great majority say very little and 
seldom write to the medical press. It would, I am sure, be 
a4 mistake to assume that the small selection of letters 
received by medical journals represents general opinion. 

But is there no way of discovering this general opinion ? 
Of course there is. Two conferences meet each year, the 
Annual Representative Meeting of the Association and the 
Annual Conference of Local Medical Committees. The 
delegates to both conferences are democratically elected by 
the doctors throughout the country. The question is 
whether or not the resolutions which appear on the agenda 
of these conferences accurately reflect the views of the rank 


and file of the profession. Looking back through the last 
eight years, one can discover a small number of resolutions 
which were highly critical of the present organization of 
the N.HS., but the vast majority of resolutions carried have 
been concerned with matters of detail. Two alternative 
conclusions may be reached from a study of these confer- 
ence reports. Either the profession is, by and large, satis- 
fied (betterment apart) with the broad general structure of 
the N.H.S., or the conferences have failed to reflect a true 
picture. If the profession is satisfied, the task is to continue 
the slow process of improving the N.H.S. in its present 
general form. If, however, the rank and file of the profes- 
sion really wants a different type of medical service, it 
must get busy and see that these views are put forward at 
annual conferences. 

“In this country,” you say, “leadership does not mean 
dictatorship or arbitrary one-sided action.” To expect the 
leaders (and here I include the members of the General 
Medical Services Committee) to base their policy on opinions 
expressed in letters instead of on the considered decisions 
of conferences is to deny the whole basis of democratic 
representation within the profession.—1 am, etc., 

Bruce CARDEW, 


Genera! Secretary, 


London, W.C.! ry, 
Medica! Practitioners’ Union. 


Remuneration Claim 

Sir,—We, the undersigned general practitioners, wish to 
protest strongly against the casual and dilatory fashion in 
which the Government has dealt with our pay claim. We 
feel that the Negotiating Committee must demand a greater 
sense of urgency from the Minister of Health in his future 
dealings with the profession, many members of which are 
now in great need of financial help. Apart from their plight, 
it is clear that, as the country’s economic position deterior- 
ates, the difficulties of negotiation are increasing. An un- 
justified feeling of optimism seems to have prevailed too 
long among our leaders, for, after almost six months of 
stonewalling by the Government, no steps have apparently 
been taken to organize the profession for action in the event 
of outright rejection of our claim. 

We would urge that a plebiscite should be held as soon as 
possible to ascertain the amount of support among doctors 
for partial or complete withdrawal of our services should 
the need arise, and for the formation of a defence organiza- 
tion which could legally initiate such action. If the Govern- 
ment should fail to honour its contractual obligations the 
profession would then be in a position to immediately bring 
the strongest possible pressure to bear on it to secure not 
only our present reasonable demands but a new agreement 
based on the Spens report to ensure our future standard of 
remuneration.—We are, etc., 

F, W. ATKINSON. 
J. S. Brown. 

S. E. BROwNe. 
D. CALWELL. 

E. CALWELL. 

R. CALWELL. 


E. DARLING. 

T. GARDINER. 

A. KIRKPATRICK, 
J. E. Moss. 

J. G. McAviney. 


Belfast. 


Str,—We have been alternately dismayed by the Ministers’ 
reply (Supplement, December 1, p. 201) to the latest memo- 
randum on remuneration, encouraged by the leading articic, 
“A Crisis of Confidence” (Journal, December 1, p. 1290), 
and utterly disheartened by the report of the activities of 
the Negotiating Committee (Supplement, December 8, 
p. 209). While fully appreciating the sterling work of the 
Negotiating Committee up to the present time in preparing 
and presenting the necessary data for negotiation, we feel 
that the attitude of the Ministers absolutely precludes 
negotiation—they have, in fact, declined to negotiate—so 
that the task of the Negotiating Committee is now of 
necessity in abeyance. 

Senior military officers may be responsible for the 
planning of strategy and major tactics, but we do not 
expect to see them scampering up the beaches. This is 
the task of the younger, fitter, more vigorous, and preferably 


* 
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volunteer force the assault group, who rely for their 
briefing on the preliminary staff work but for their lives 
on their own determination. What the medical profession 
lacks is such an assault group, drawn from the younger 
doctors, already fired with the fervour of necessity, who, 
briefed in minute detail by the Negotiating Committee, may 
see the Ministers at the request of the B.M.A. and do battle 
with them. Such a committee would need support from two 
directions only: from the profession a mandate to enable 
them to confront the Ministers with rather more than the 
vague assurance that we did not really want to go to the 
courts, and from the public the support born of an effective 
publicity campaign to teil them the truth. 

What would this new committee tell the Ministers ? 
Simply this: either we negotiate immediately on the basis 
of the memoranda already presented, or the medical pro- 
fession resigns from the National Health Service at a defi- 
nite and early date, at the same time working completely 
normally for all patients, with the sole difference that reason- 
able fees be paid at the time of consultation, in cash, against 
a receipt. This is the only language understood by the 
politicians. There remain among this apathetic profession 
some few who can speak it. May we not see some sign of 
determination from our accepted leaders, before the stan- 
dards we have set are forced down by the folly of accep- 
tance of a political yoke ?—We are, etc., 

ANTHONY WALKER. 

Upton, Hunts. JoHN K. PATERSON. 

Sir,—Surely there are reasons for apathy in this fight— 
e.g., (1) there is little use in more pay when most of it is 
promptly taxed back ; (2) the Negotiating Committee seems 
to run on communistic lines—i.e., doctors and dockers all 
alike as peas ; (3) for the health of our profession what we 
need is “ differentials” : a system (Nature’s system) which 
allows the good man to rise and the dud to sink. Take for 
example minor surgery, which used to be the G.P.’s pride 
and joy—cuts, bruises, sprains, minor fractures, warts, cysts, 
wax in ear (the commonest operation in surgery, a difficult 
technique and dangerous, but enormously beneficent), in- 
growing toenails (what a relief, if only the doctor has the 
know-how), foreign bodies emhedded in cornea, sepsis of 
hand, etc. All this work gone by default to crowded 
hospitals because it does not pay. 

When next we put up a case for “ betterment” let it be 
worth while striking for. Ah, but then of course we would 
not strike, because a strike means something mass, and | 
have been talking individuality.—I am, etc., 

W. R. E. Harrison. 

Sir,—In 1948 I had just started my clinical studies. I 
knew little of medicine and politics, but had grave mis- 
givings about the N.H.S., which needed two plebiscites to 
gain the co-operation of the medical profession. The then 
Minister of Health bullied and bulldozed his way through 
the profession, and succeeding politicians filling this post 
have widened the holes torn in the ranks. My birthright 
was sold in 1948 by the older members of the profession, 
and the whole of medicine has become soured with politics. 

Try the courts, and if these fail let us withdraw from 
the N.H.S. and negotiate anew from strength. Militant 
action is needed. If we do not act, our position will be- 
come even more harassed and impoverished. The position 
of the schoolmaster should be an evil warning to us. The 
country gets both education and medicine on the cheap. 
Let the State have its nationalized medicine, and let us get 
paid for each item of professional service to it.—I am, etc., 
Staines, Middx W. N. B. Parker. 

Srr,—I! should think that the price increase of petrol will 
wake up even our dormant negotiators. It is a character- 
istic of English life that any debatable problem is discussed 
by a “committee.” This ensures that the maximum amount 
of wind is expended and time consumed to obtain the mini- 
mum result. When this is added to the division (obvious to 
everyone but ourselves) in our ranks it becomes quite plain 


that the Government has only to stonewall long enough 
for our demands to fizzle out completely or to be quietly 


. watered down. Unfortunately no one knows this better 


than the Government.—I am, etc., 
Coventry. JoHN HALe Power. 


Sir,—I am gratified that the Government thinks so highiy 
of our services to the community that it gives members of 
the medical profession the highest priority in the allocation 
of a supplementary allowance of petrol. It is difficult to 
reconcile this attitude with the Minister of Health's summary 
rejection of the recent claim made on behalf of the profes- 
sion fer increased remuneration.—I am, etc., 

Hove, 2. REX BINNING 


Remuneration of S.H.M.O.s 


Sir,—-Like Dr. O. G. Jones (Supplement, November 24. 
p. 198), I too find it puzzling that measures approved by the 
whole profession to remedy injustice to S.H.M.O.s can 
apparently be obstructed by a body which is only indirectly 
answerable to the B.M.A. Meantime letters like Dr, Jones's 
serve a very useful purpose in reminding the “ great ones " 
that something will have to be done and it might just as well 
be done early. Incidentally, the official claim of the 
S.H.M.O. Group is that, pending abolition of the grade, 
S.H.M.O.s shall be paid 80% of the salary for consultants 
throughout the scale. At the general meeting when this 
policy was formulated it was quite seriously argued that 
the figures should be 100%, on the grounds that the Spens 
Committee did not differentiate between consultants and 
specialists.—I am, etc., 


Derby. G. D. Witp. 


The New Petrol Tax 


Sirn,—I have sent the following letter to my M.P., and 
would suggest that other whole-time doctors who read your 
Journal do likewise to theirs. I have also notified him of 
my intention to send this copy to you. 

“Whatever differences of opinion there may have been 
over the Government's Suez policy, both in its inception and 
execution, there is no room for doubt but that the whole 
country is in its economic and financial mess together, and 
we must all get out of it together. 

“ Alas, the first blow against any semblance of reunifica- 
tion in the country has been struck by the Chancellor's 
cruel decision to thrust the first financial burden on motorists 
and other petrol users with his Is. tax. 

“Not only does one section of the community, already 
overtaxed, bear the brunt, but the load itself is spread with 
callous inequity. Public services may possibly raise fare: 
and freights. Business and private professional people may 
look forward to some rebate of income tax for expenses, I. 
as a whole-time doctor who cannot do my work without 
my car, have no expense account, no tax rebate, no conces- 
sion at all. It is true I get a travelling allowance, but this 
is not related to the price of petrol at 6s. Sd. or Ss. 11d. Th’s 
new petrol tax will cost me between £26 and £30 per year. 
quite apart from whatever else I shall have to pay with the 
inevitable rise in the cost of living and increase in income 
tax. I thus pay twice. 

“I protest most strongly and beg of you to do so too, 
both to the Chancellor on behalf of motorists and to the 
Minister of Health on behalf of whole-time doctors.”—I am. 
etc., 


Malvern Common ArTuHuR S. WIGFIFLD 


Medical Trade Union 


Sir.—One continues hopefully to scan the leading articles 
and letters in the journals for consolation in our profes- 
sion’s present plight, but, alas, with few exceptions the 
matter printed consists of generalities. It is no wonder we 
are discontented, because there is hardly a qualified man 
who is able to enjoy his work to-day. That is the essence 


of it. 
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In present conditions | see no hope for us and little for 
our sons who follow. The profession by its nature appeals 
to the individualists, and as such we hold no sway. Indeed, 
we are now in the same position as were the wage-earners 
in the days of sweated labour, having no say in our condi- 
tions of work or reward. Their solution must be ours, for, 
mark you, there is no going back to independence. The 
profession must therefore form a trade union, and there 
must even be a closed shop There should be no great 
difficulty in carrying this out, and I would suggest that it 
be based on the B.M.A. The very formation of such an 
organization would create a new atmosphere in Whitehall. 
Without it we shall continue to suffer indignities.—I am, 
etc., 

Ludlow, Salop A. ROBERTS 


Filling of Practice Vacancies 


Sin,—May I reply to the caustic remarks made by Dr. 
R A. Parry (Supplement, December 1, p. 205) on my letter 
(Supplement, November 10, p. 184)? Has Dr. Parry ever 
seen any advertisement for practice vacancies since 1948 
contain the stipulation “Canvassing either directly or in- 
directiy will be deemed a disqualification”? I doubt it, 
and therefore the inference is obvious—however unethical 
and irregular canvassing may be (and Dr. Parry quite 
rightly regards it as serious) it might be considered permis- 
sible by virtue of its very omission from the terms of such 
advertisements. In any event, does Dr. Parry really con- 
sider that it is easy to obtain concrete evidence of such 
canvassing to make a prima-facie case ? 

I would have Dr. Parry know that his suggestion of a 
“sour grape,” etc., is quite erroneous, and that constructive 
criticism (not indignant letters) may be made for purely 
impersonal and public-spirited motives. There is no scheme, 
however well-intentioned at its inception, that cannot be 
modified and improved in the light of experience. Let Dr. 
Parry read my letter again, and let him place himself in 
the position of a candidate for a practice vacancy, and | 
am sure that he must agree, if he is fair-minded and logical, 
that my suggestion is surely tenable and worthy of con- 
sideration.—I am, etc., 

Leeds, 7 Tsaac ROSE. 


Increased Prescription Charge 


Str,—As a result of this fantastic new prescription charge 
yet more treatments which should rightly be undertaken by 
the general practitioner may be thrust on to the hospital 
casualty departments. For many patients will hesitate to 
call their own doctor to treat, say, a laceration, when they 
have to foot a bill for 5s. to cover the cost of sutures, gauze, 
cotton-wool, crépe bandage, and anti-tetanus serum, if they 
can get this treatment free at the hospital.—I am, etc., 

Newmarket. J. D. Wicpant. 


Disablement Certification 


Sir,—As a medical member of our local disablement 
advisory panel, may I agree with Dr. J. Armstrong's letter 
(Supplement, December 15, p. 220)? Not only are most 
certificates inadequate, but, at the moment, the doctor con- 
fronted with the patient is not allowed to examine the 
applicant, even in doubtful cases. All that can be done 
is for the chairman, if he thinks fit, to postpone the panel 
for further evidence.—I am, etc., 

London. F1 N. D. Wayne. 


Dr. Grant 


Sir,—Would you permit me, on behalf of the council of 
the Caribbean Branches of the Association, to congratu- 
late Dr. Ian Grant on his elevation to the high honour of 
the presidency of the College of General Practitioners 
(Journal, November 24, p. 1232)? 

The Council of the B.M.A. generously sent Dr. Grant 
on a visit to our Branches in the West Indies, and never was 
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an ambassador more welcome. My council had the great 
pleasure of having Dr. Grant with us at our meeting in 
Trinidad in September, and his vast experience as Chair- 
man of the Representative Body was fully at our disposal 
and proved most valuable. Dr. Grant's visits to the various 
Branches were highly appreciated, and they will bear impor- 
tant fruit in getting recognition of the Branches by thei: 
several Governments and in welding us doctors all together. 
These are important results that will be remembered. 

The presence of Mrs. Grant added to the appreciation of 
Dr. Grant's visit, and she added great grace and charm to 
our social occasions. No doubt they were two very tired 
people when they set sail from Jamaica. Our Branches are 
enthusiastically grateful for the visit of these two charming 
people.—I am, etc., W. E. McCuttocn, 


Jamaica Chairman 
Council of the Caribbean Branches of the B.M.A. 


Association Notices 


GENERAL MEDICAL SERVICES COMMITTEE 


ASSISTANTS AND YOUNG PRACTITIONERS 
SUBCOMMITTEE 


The following have been returned to fill the remaining 
vacancies for assistants on the Assistants and Young Practi- 
tioners Subcommittee for 1956-7: 


Region Assistant 
! P. B. Bailey (Bristol) 
2 D. Hines (Littlehampton) 
4 R. A. L. Smith (Sheffield) 
5 R. E. Hancock (London, N.21) 


CLAIRE WAND FUND ESSAY COMPETITION, 1956 


Intending entrants for the Fund’s Essay Competition on 
“The Organization and Administration of a General 
Practice ” (including the design of practice premises and the 
equipment required) are reminded that the closing date is 
January 31, 1957. Entries should be accompanied by a com- 
pleted entry form bearing the competitor’s nom de plume, 
and sent to the Secretary of the Fund, B.M.A. House, 
Tavistock Square, W.C.1, by that date. 


Diary of Central Meetings 
JANUARY 


Wed. Medical Act Committee, 3 p.m 

Thurs. Negotiating Committee, 10.30 a.m 

Maternity Medical Services Committee, | p.m 

Pri Negotiating Committee (meeting of Representa- 
tives and Ministers at Ministry of Health, 23 

Savile Row, W.), 11 a.m. 


— 


4 Fri. Overseas Committee, 2 p.m. 

4 Fri. Science Committee, 2 p.m. 

8 Tues. Training Subcommittee, Occupational Health 
Committee, 2.30 p.m. 

9 Wed. Remuneration Subcommittee, Occupational Health 
Committee, 10.30 a.m 

9 Wed. Private Practice Committee, 2 p.m 

19 Thurs. Joint Formulary Committee, 11 a.m. 

1 Fri. Amending Acts Committee, 2 p.m 

16 Wed Occupational Health Committee, 10 a.m 

17 Thurs. G.M.S. Committee, 10.30 a.m 

21 Mon Editorial Subcommittee, Joint Formulary Com 
mittee, 11 a.m 

22 Tues Alternative Edition Subcommittee, Joint Formu 


lary Committee, 11 a.m. 

28 Mon. Staff Side, General Whitley Council! (at 14, Russell 
Square, W.C.), 10.30 a.m 

28 Mon Full General Whitley Council (at 14, Russell 
Square, W.C.), 2 p.m. 


Branch and Division Meetings to be Held 


Guitprorp Drvision.—At Royal Surrey County Hospital, 
Guildford, Thursday, January 2, 8.30 p.m., mecting. Lecture by 
Sir Francis Walshe, F.R.S.: “ The So-called Traumatic Neurosis.” 

Reapinc Drviston.—At Royal Berkshire Hospital, Thursday, 
January 3, 8.30 p.m., meeting. Lecture by Dr. A. J. Karlish: 
“ Changing Pattern of Pneumonia.” 

SOUTHAMPTON Diviston.—At Court Royal Hotel, Wednesday, 
January 2, 8 p.m., doctors’ families’ supper-dance. 
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—like son | 


The Confederation Life Association 
announce the introduction of their new, 
and unique in this country, “* Junior Partner- 
ship” Policy. In one decument, covering 
father and son, and at a guaranteed low rate 
of premium, it provides : 

*ENDOWMENT INSURANCE FOR YOUR SON 
FROM AGE 21 
* INSURANCE PROTECTION ON YOUR LIFE 
WHILE YOUR SON IS STILL DEPENDENT 
ON YOU 
This means that for a low premium, based on your son’s 


insurance to start when he is 21, you can also provide 
for your dependents if you die before this. 


THIS IS A NEW INEXPENSIVE WAY OF 
PROVIDING FOR YOUR CHILDREN | 
Full details will be given on request to Dept. 6.3 


Confederation Life 


Incorporated in Canada in 1871 as a Limited Liability Company 


Assets £115,000,000, 


18, PARK. LANE, LONDON, W.1 


FINANCE 


for the acquisition by | 


PAY ME NTS-OUT-OF-INCOME 


of 


SURGERY AND OTHER FURNITURE, SURGICAL | 
INSTRUMENTS, MEDICAL TEXT BOOKS, X-RAY 
APPARATUS, MOTOR CARS 


The above list is illustrative only. Under its equipment 
Purchase Plan, the company is prepared to assist doctors to 
acquire ANY article and spread the cost over a period. 


BRITISH MEDICAL FINANCE LTD. 


Tavistock House South, Tavistock Square, London, W.C.| 


Will YOU take more interest! 


4) TAX FREE 


equal to 7° Gross 
‘depreci avonor 


(where tax is paid at the full 
standard rate). 
actuation of Capital 


To you who should leave nothing to % ¢ 
chance we offer a vital service 

@ All transactions commence 


and remain strictly 
private and confidential 


@ Fully profit sharing Gs: 
* ABSOLUTE SECURITY 4 ZR, 
Your money is sefe, Your interest is more! A 


Dept {7 


the society 


CHISLEHURST: KENT Telephone Imperial 2233 (10 lines) 


Youcan thdraw any sum 
atan ime on dema od 

ommences from 
date of Investmenc 


Write for free brochure “Safe Investments” 


Doctors, too, enjoy writing verses 


G.E.2749.0 
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Poem 


M.R.C.S., 


writes: 


“T am often asked . 


Doctor, is Guinness good tor you? 
Henceforth I'll answer thus, 
Not only is it good for you 


But excellent for us.” 


GUINNESS 


good tor you 


about Guinness. The above contained 
in a letter addressed to Guinness by 
one of them is published by kind 


permission. 
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In two years Becantyl has 
become an established 
treatment for useless cough- 


Especially with 
children and old people, 
No side-effects | 


Unrelated to morphine derivatives or guaiacol and with none of their disadvantages, 
Becantyl suppresses useless cough. The active ingredient in Becantyl is Sodium- 
2 : 6-ditertiarybutylnaphthalene monosulphonate. This chemical, which does not 
cause constipation, anorexia, drowsiness or other side-effects, is the result of 
original research. 
These characteristics make Becantyl especially valuable for the treatment of 
useless cough in children and old people. 
Becantyl is available in 4 fluid-ounce bottles, and also in 40 fluid-ounce and 80 
fluid-ounce dispensing bottles. 
The suggested doses are:— 
Adults: 2 teaspoonfuls 
Children: 3—6 years: }4 teaspoonful 
7—15 years: 4—1 teaspoonful 
three times a day or as prescribed. 
Becantyl has no B.P. or N.F. equivalent, is not advertised to the public, and may 
be prescribed on form E.C.10. 


Literature and Samples available jrom the Medical Information Department 


Horlicks Limited, Pharmaceutical Division, Slough, Bucks 
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has stood 


Soaks more readily than hand-rolled 
bandages. 


Sets firmly in four to five minutes. 


Stronger yet less brittle than ordinary 
plaster. 


Casts have porcelain-like surface. 
Casts are porous. 


Trimmed edges do not crumble and 
casts have a neat appearance. 


Casts may be bivalved, or cut open 
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Gypso 


the test of time 


SMITH & NEPHEW LTD + WELWYN GARDEN CITY + HERTS = Gypsona 


ha 


TRADE MARK 


and sprung apart without loss of 
strength. 


Exact number of bandages for a 
particular cast can be determined 
beforehand. 

Special interlocked woven cloth 
permits easy moulding. 

High plaster content—90°% of plaster 
by weight. 

Will keep for a very long time with- 
out deterioration when stored in a 
dry place. 


The absence of loose powder and the non-fray edges 
of the specially-woven leno cloth base of Gypsona 
bandages provides a distinct advantage over hospital- 
made bandages. 

In performance, the superiority of Gypsona is even 
more marked. The high plaster content is fixed to the 
fabric by a special process, and there is a negligible 
loss of plaster when the bandage is soaked. A sur- 
prisingly small amount of material will produce a 
cast which is light, but of great strength. 

Gypsona is by far the most economical plaster for 
the modern functional treatment of fractures. 
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A monthly journal of informative abstracts— 
— covering every important article published in over 
7 1,600 medical periodicals throughout the world— 


dealing in each issue with a comprehensive range 


of subjects. 


to keep him informed of 


work in progress in other fields as well as his own. 


1 oe = FOR THE GENERAL PRACTITIONER 
“ = to enable him to keep abreast of new developments in 


A specimen copy may be obtained free from the Publishing Manager - 


BRITISH MEDICAL ASSOCIATION 


House, Tavistock Square, London, W.C.1 


every branch of medicine. 


FOR THE POSTGRADUATE STUDENT 


= to give him a synoptic view of current progress and a guide 


to further reading. 


= FOR THE MEDICAL LIBRARY 


invaluable supplement to its existing resources 


to provide an 


4NNUAL SUBSCRIPTION 
(12 issues) £4 45 


USA. AND CANADA 
$13.50 


BRITISH JOURNAL 
OF OPHTHALMOLOGY 


December, 1956. Vol. XL, No. 12 


Permeability of the Cornea and the Blood-aqueous 
Barrier to Oxygen. <Aathleen Heald and Maurice E. 
Langham 


Ocular Albinism with Changes Typical of Carriers. 


Vagn 


Vascularization of the Optic Pathway V. Chiasma. 
J. Frangois, A. Neetens, and J. M. Collette 


Eczema of the Eyelids. Peter Borrie 
Oxyphenonium Bromide as a Mydriatic. 
Anomalous Development of Retinal Vessels. Marjory B. 


Snodgrass 
Paraphimosis Orbicularis. Lioyd M. Weerekoon 


Rhabdomyosarcoma of the Orbit. N. S. Jain, D. V. 
Sethi, and K. C. Mahajan 


Herpes Ophthalmicus. R. S. MacLatchy 
Correspondence. Book Reviews. 


H. Fraser 


Notes 


Yearly Subscription (12 Numbers) £4 4s. U.S.A. $13.50. 
Single Numbers 8s. 6d. 


From the Publishing Manager, B.M.A. House, 
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Studies in the Chemotherapy of Tuberculosis: Ethyl Mercaptan 
and Related Compounds. (G. FE. Davies, G. W. Driver, E. Hogarth, 
A. R. Martin, M. F. C. Paige, F. L. Rose, and B. R. Wilson 

Inhibition of Histamine Release by Sodium Salicylate and Other 
Compounds. C. G. Haimng 

The Hyperpnoea Produced by Intravenous Administration of 
Salicylates. J. B. Cochran and A. G. Ramsay 

The Activity of p-Aminophenoxyalkane Derivatives against S¢/us‘- 
soma mansom. A. G. Caldwell and O. D. Standen 

Effect of Ring-substituents on the Activity of Diphenoxyalkanes 
against Schistosoma mansom. O. D. Standen and L. P. Walls 

A Modification of Receptor Theory. R. P. Stephenson 

The Action of Fluothane—A New Volatile Anaesthetic. 7. Raventos 

The Effects of Reserpine and Compound 48 80 on the Release of 
a? from the Mast Cells of Rats. B. K. Bhattacharya and 
G. P. Lewis 

Oximes and Hydroxamic Acids as Antidotes in Anticholinesterase 
Poisoning. Leryi M. Askew 

The Nature of the Toxicity of 2-Oxo-oximes. Beryl M. Askew, 
D. R. Davies, A. L. Green, and R. Holmes 

On the Mode of Action of Tubocurarine. M. Brzin and A. O. Zupanck 

_ of Noradrenaline on Urine and Renal Blood Flow. F. G. W. 
arson 

The Action of Some Nucleotoxic Substances on Pregnancy. K. Did- 
cock, D. Jackson, and J. M. Robson 

The Effect of Muscarine on Perfused Superior Cervical Ganglia of 
Cats. N. Ambache, W. L. M. Perry, and P. A. Robertson 

Formation of Catechol Amines During Splanchnic Stimulation of 
the Adrenal Gland of the Cat. W. C. Holland and H. J. Schumann 

The Mode of Action of a Mixture of Pyrimethamine and Sulpha- 
dimidine on Eimeria tenella. L. P. Joyner and S. B. Kendall 

Thiopentone on Blood Sugar and Glucose Tolerance. 

ohn W. Dundee 

Excretion of Subcutaneously Injected Histamine. 

ss G. Mitchell 

The Effect of Enzyme Inhibitors on the Excretion of Free Histamine 
in Human Urine. Ross G. Mutchell 

The Metabolism of Histamine in Various Species. Richard W. Schayer 

Yearly Subscription (4 Numbers) £4 4s. U.S.A. $13.50 

Single Numbers £1 $5. 


From the Publishing Manager, B.M.A. House, 
Tavistock Square. London, W.C.1 
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Applicants should state name, address, age, nationality, qualifications, and enclose =iael 
(unless oiherwise specified) one copy each of 3 recent %& testimonials with short and order of appearance 
Statement oi experience and appoinuments held. 
Applications should be sent at once if no closing date is giv Practices 
PP’ Sing cate Is given. Partnerships 
Canvassing in any form will disqualify. Assistantships 
w SERVICE MEMBERS may have difficulty in upplving recent Trai General Practitioners 
testimonials, but this should not deter them trom applying. Locums 
A tully registered medical practitioner who ts tiabie for Nationa! Service mus: obtain deferment TT > > 
of recruiiment in writing from the Central Medical Recruiiment Committee or (in Scotland) APPOINTMENTS 
*he Scottish Central Medical Recrusimen: Commuitce betore accepting any civilian appoimiment including pre-registration 
The position of provisionally registered medica! practitioners who are tiable tor National ander appropriate specialty headings, as follew : 
+ has been made clear in a notice sent to them by the Minisiry of Labour and Nationa Anaesthetics Ophthaimology 
SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF Chest and Tb. Paediatrics 
Registrar Grades, Whole-time Dental Pathology 
(a) REGISTRAR: Posts obtained normally not jess than two vears after registration as a Dermatology Physical Medicine 
medical practnioner and held normally tor two years: £850 per annum in the first year; £965 per E.N.T. Plastic Surgery 
annum in the second and any subsequent years If the post is resident a deduction of £170 per Geriatrics Psy chiatry 
annum is made Infecti : Dis Radiolo 
(6) SENIOR REGISTRAR. Posts obtained normally not tess than four years atter registration n ec roy seas Radi i Ry 
aS a medical practioner and held normally tor four years; 21,100 per annum in the first year; Medicine adiot herapy 
£1,200 per annum in the second year; £1,300 per annum in the tuird year; £1,400 per annum Neurosurgery Rheumatology 
im any subsequent years. If the post is resident a deduction of £200 per annum is made Obstetrics and Surgery . 
Other Grades, Whole-time Gynaecology Thoracic Surgery a 
(a) HOUSE OFFICERS in the following order : 
4) Provisionally registered medical practitioners. £425 per annum for the first post heid: Ce liants, S.H.MO.s, Registrars, 
£475 per annum for the second and ali subsequent posts held; Clinical Assistants, J.H.M.O.s, Senior 7 
provided that the employing authority (subject in the case of a Hospital Management Committee House Officers. House Officers, Pre- : 
to the consent of the Regiona! Hospita! Board) shali have discreiton to deiermine that the remun registrations. ™ 
eration of any officer holding his first post m the National Health Service as a House Officer = re 
| shall be £475 per annum if they are satisfied that the officer has held at least one hospital post bs 
outside, of not less than six months’ duration, involving clinical responsibilities equivalent to Public Health Situations (Non-med.) 
| those of house posis in the National Health Service and supervised by apprupriaie specialist staff Recepti 
Fad £525 Oversea eceptionists, etc. 
(ii) Fully registered medical practitioners 25 per annum for any post held ; l i. rsit nd Consulting Rooms, etc. 7 
provided that in exceptiona! circumstances, subject to the consent of the Minister. this rate may niversity 2 Ho and Pr rt ° 
be exceeded by up to £50 per annum where a post cannot be filled otherwise Research ouses 2 operty 
In each case under sub-sections (1) snd (ii) above, a deduction of £125 per annum in respect Personal Hotels ‘ 
of board and lodging and other services provided shal! be made and each post shall be \enable " Moior Cars, Hire, etc. 
tor six months Notices Miscellaneous 
(6) SENIOR HOUSE OFFICER Posts obtained normally not iess than one year (in Educational and Homes 
Scotland, two years) after registration as a medical practitioner and normally held tor one year Lect A 
voly: £745 per annum. If the post us resident a deduction of £150 per annum is made ectures gents 
(c) JUNIOR HOSPITAL MEDICAL OFFICER. Officers who have heid house appoin- Rates are shown on the tnside Back Cover 
ments but who are not Registrars and who have tess responsibility than other hospital officers 
vot non-consultant status: £775 (for an officer appointed not less than one year after full registration . 
as a medical practitioner) by £50 to £1,075 per annum. VW the post is resident a deduction 6 MEMBERS ABROAD. Copies of vacancies 
£170 per annum ts made advertised in the Journal can be sem by AIR ss 
ALL NATIONAL HEALTH SERV ICE HOSPITAL APPOINT MENTS ARE covers up to three separate headings additional 
4 Te . > SERV headings Is. cach 
IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE Please state type of vacancy and remit to the . 
OF HOSPITAL MEDICAL STAFF Advertisement Director, 
(21.9 56) 
oie Assistantship with view desired. M.B., B.S. By 
PRACTICES (Executive Councils) PARTNERSHIPS (Wanted) D.C.H. English, 31. Protestant (wife M.B., 
Ch B) Car Five years’ hospital experience, 
CENTLY RETIRED PRACTITIONER SEEKS mainly medicine, pacdiatrics, GH.Q., fami.ics, 
For vacancies (except those in Scotland) apply | eniry into General Practice, in any capacity, | R.A.M.C. Traineeship completed. Box A. 3266, 
Form E.C.16A, obtainable from the Executive London area. Capital available for house purchase, BMJ 
Council. Mark envelope Vacancy.” ete. Box PA.3264, BMJ 
PRAINEE GENERAL 
SMETHWICK, Staffs ¥ PRACTITIONERS (Vacant) 
Applications invited for vacancy (urban), list Wanted. Trainee. Marylebone. Mate or female. 
enoecnimately 2.150. Residence and sursery avail- Box No. A.2756 thank all applicants. The post Box T 3268. B.M.J 
abl for per hase. App'y, on Form EC 16A. not | has now been filled Wanted, Trainee for country practice near New- 
later than January 7, 1957, to the Clerk, Smeth Wanted, Assistant, maly, January 1. for six — m4 pe dagg —_—, available Car 
P 4 ber al arra “me é 
South Road, Smethwick, ; ; essential. Live out. Single.—Box 1.3254. B.M.J.. 
Wanted, full or part-time Assistant. No view. Trainee, West Mid’ands, married, car owner. 
Car owner. London, S.W.2.—Box A.3256, B.MJ Furnished modern house rent free.—Box T.3258, 
Assistant, male. Seaport near Cardiff. Live out. MJ 
PRACTICES (Offered) Car owner. Good free time..-Box A.3265, BMJ LOCUM Vv ) 
ICUMS (Vacant 
IRFLAND. DUBIIN CITY SOUTH. ESTAB- male, in practice. 
lished practice. Corner house. Good residential Good references © overnight nor Sunday dutics. , Wanted, Locum, night duty, London district. 
area —Box PR.3262, BMJ Car not essential. Two minutes Tottenham Court £2 10s. per night.—Box L.3255, BMJ 
. Road.--Apply in handwriting, Box A.3257, B.MJ Locum wanted for surgeries, 1030 a.m. to 12 
Australia (Brisbane). Opening available with | noon, 5.30 to 7 p.m. Thursday evening and Sun- 
Pathology / Transfusion practice Experience not | days excepted. January 28 to February 23 in- 
PRACTICES (Wanted) essential £1,500 / £2,000, plus private fees. —Box clusive No visits Usual terms. North London 
A.3252, B.M.J. Box L.3270, BMJ 
MR.C.OG.. %. SEEKS LONDON PRACTICE, - 
N.H. or private. Capital for house.—Box PR.3251 Royal Eye Hospital 
BMJ Lambeth Group Hospitat M Committee 
ASSISTANTS AVAILABLE Applications are invited for the post of 
Locum Senior Howse Officer 
Assivtantship with definite view sought in English from January to March 31, pending an appoint- 
PARTNERSHIPS (Offered) rural or market tewn 32, married, English born ment being made on April 1, 1957 Applications, 
Scottish Graduate Public School, Army Very together with copies of recent testimonials, should 
IMMEDIATE PARTNERSHIP, EVENTUAL general hospital experience. D.R.C OG. and keen be made to the Secretary, Royal Eye Hospital, 
succession South London List 3.000 Capital obstetrics Traince in dispensing practice Car St. George's Circus, S.E.1, as soon as possible. 
required house purchase.—Box PA.3263, B.M.J. Capital for house.—Box A.3267, B.MJ ( 
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Locums (Vacant)}—contd. 


Barnet General Hospital. 
Wetihouse Lane, Barnet, Herts 


Locum Tenens Registrar ia Pathology 
yuired January 1. 1957 Apply to Hospital Sec 
ty (Barnet 7421) (6668 


Barnet General Hospital, 
Wellhouse Lane, Barnet, Herts 


Locum Tenens Casualty Officer (S.H.0. grade) 
A ations with tw recemt testimonials to 
Hos 1! Secretary (Barnet 7421) (7140 


Dartiord Group of Hospitals 


locum Senior House Officer 
(Specialty Anaesthetics) 
1 from January 19° Applications, with 
f pa ms, to be sent t the Group Secretary 
tford (7085) | 


Glantawe Hospital Managemeat Committee 


Swansea Hospital (405 beds), Swansea 


Regist 1 medica ractitioners are invited 1 
ar cul niment of 
Resident Anaesthetist, Senior House Officer grade 
at H ita The tal is gnized 
the D.A. and F.A RCS ations Ap 
age, qualit und exper 
m forwa d to the Hospital S 


Herts and Exwex General Hospital, 
Bishop's Stortford, Herts (400 beds) 


Locum Registrar Anaesthetics 


(resident) requires mid-January Appointment for 
one month and thereafter week by weck WANS 
athons, statin jualificatior nat | 
and pies f testimontals th 
nes of tw rete the Hospital S 
Telephon Bishop's St rd oF < | 
ipswich and East Suffolk Hospital | 
Anglesea Koad Wing 
Locum Tenens Casualty Officer | 
Senior House Officer grade, required from January | 
to February 9 Ap with tu 
particulars, to Hospital Secretary 6841) 


Shefiicld Regional Hospital Board 


Locum Registrar (Pathology) 
required at Doncaster Roya nary from Jan 
wary 7 to April 12, 19% nclusive Remuneration 
week Apply to Secretary. Shefficid 
Regiona Hospita Board Old Fulwood Road 
Shefficid, naming 2 referees (7106) 


South-West Metropolitan Regional Hospital Board 


Whole-time Locum Tenens Anaesthetist 
3.H.M.0. or Consultant, required immediately for 
he Portsmouth Group of Hospitals for a period of 
approximately three months Candidates should 
have a wide experience in anaesthesia and should 
POSSESS higher qualifications Experience in 
Thoracic Surgecry would be an sdvantage Re- 
muneration will be in accordance with the Terms 
and Conditions of Service of Hospital Medical 
and Dental Staff Anplications (three copies) 
stating qualifications and experience to the 
Area Secretary, Highcroft, Romsey Road, Win 
chester. within 14 days of the appeaiance of this 
advertisement (7087) 


tue Leicester Royal Infirmary 


Locum Howse Physician (pre-registration) 


from mid-January to mid-February Applications 
stating age qualifications, experience, etc to 
Hospital Secretary (709?) 


Upton Hospital, Slough 


Locum Anaesthetic Registrar 
required January 6 to 20 Applications, with 
names of two referees, to Secretary. (7086) 


LOCUMS (Available) 


Woman Doctor, experienced in mental hospital 
and M.D. work, secks employment, permanent or 
temporary Free mid-January Box L.3269. BMJ 

Registered Practitioner, H.P.. H.S.. Obstetrics 
and Gynac« three years Scrvices, availabie 
January only North Devon area preferred. Full 
Or part time Car —Box L.3166. BMJ 


Gardens, Edinburgh, 3. by January 12 
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APPOINTMENTS 
ANAESTHETICS 


NORTH-WEST METROPOLITAN REGIONAL 
HOS/ITAL BOARD 


CONSULTANT ANAESTHETIST 
eight half-days a week, Barnet Group of Hospitals 


Hospitals may b visited t appointment with 
Group Sceretary 1 Wellhouse Lane Barnet, 
Herts App ation forms obtainable from. and 


returnable t Secretary, North-West Metropolitan 
Regional Hospital! Board, Ila, Portland Place, 
W.1, before February 4, 1957 (7141) 


LEEDS REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN ANAESTHETICS 
Bradford (A) and (B) Groups Preferably resident, 


if a mmodation available at the time of the ap 
poimtment Applications alihcations 
details of present and pre Ms (with 
d togcth with th jdresses of 
intr referees, the Secretary Registrars 
Committe Park Parad Harrogate, by January 


N.E. METROPOLITAN REGIONAL HOSPITAL 
BOARD 


ANAFSTHETIC REGISTRAR 
(Noa-resident, sieeping-in on duty aights). Chase 
Farm Hospital and other hospitals in the Enfield 

Group, Enatield, Middlesex. 
Post flers wid xperien 1 Anaesthesia and 
is recogn if D.A. and F.F.A 
ANAESTHETIC REGISTRAR (Resident) 
St. Margaret's Hospital, Eppieg, Essex 
R enized for and D.A 
ANAFSTHETIC REGISTRAR (Resident) 
Herts and Essex General Hospital, Bishop's 
Stortford, Herts 


Appointments s to review after one year 
Applica 1 forms from S$ ary. Ila, Portland 
Place, W 1, to t returned by January 12. 1957 

(7142) 


REPLIES TO BOX NUMBER 
ADVERTISEMENTS 


The names and addresses of advertisers 
using box numbers are held by us in strict 
confiden 1d cannot disclosed. Applhi- 

1 should t ser y enclosed and 
clearly addressed 

Box N 
Britush Medical Journal 
BM A. House 
Tavistock Square, W.C.1 
All communications are forwarded to 


advertisers under plain cover 


It is not possible for this office to accept 
telephone messages for relay to advertisers. 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 
whole-time 

SENIOR REGISTRAR IN) ANAESTHETICS 
to fill a vacancy im the approved trainee establish 
ment at the Tunbridge Wells group of hospitals 
for duty mainly in the Plastic Surgery and Jaw in- 
juries Centre at the Queen Victoria Hospital, East 
Grinstead Experience is available in general as 
well as specialized anaesthetics. Candidates should 
have had general experience in Anaesthetics and 
hold the D.A. or F.F.A The appointment will be 
in accordance with the Terms and Conditions of 
Service of Hospital Medical and Dental Staff (Ene- 
land and Wales). and will be for one year in the 
first instance Applications, giving particulars of 
age, qualifications and experience, with relevant 
dates, together with the names and addresses of 
three referees, to be sent to the Secretary. Regis- 
trars Committee, South-East Metropolitan Regional 
Hospital Board, 11, Portland Place, Lonmion, W.1 
not later than January 12, 1957 (6845) 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


SENIOR REGISTRAR 

in the Regiona| Pool of Anaesthctists, based on 
the Royal Infirmary of Edinburgh. The successful 
candidate will be seconded for periods of duty in 
peripheral hospitals, details of which may be ob 
tained on application Apply, stating age, qualifi- 
cations and previous experience, and the names of 
three referees. to the Secretary, 11. Drumsheugh 

(7224) 


BURTON GENERAL HOSPITAL (250 beds) 


J.H.M.O. ANAESTHETIST 
Resident or non-resident. required Recognized 
for D.A Applications to Group Secretary, General 
Hospital, Burton-upon-Trent, as soon as possibic 
(6999) 
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EDINBURGH NORTHERN GROUP OF 
HOSPITALS 


JUNIOR HOSPITAL MEDICAL OFFICER 
IN ANAESTHETICS 

required, and in the first instance the appointment 
will be to the Western General Hospital Hos 
pital recognized for F.F.A. and D.A Applica 
tions. with names of two referees, to the Medical 
Superintendent, Western General Hospital, Edin 
burgh, 4 (71 


CASUALTY 
BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
Royal Infirmary, Blackburn (262 general beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 
or SEN HOUSE OFFICER 
(Casuattf and Orthopaedics) 


required mmediatels Post is ecognized = for 
FRCS JHMeé post can be for any criod 
up t four vears and a Starting salary ab the 
minimum of the scale may be approved on a int 
f special experience or qualificat 1s Ar to 
Secretary. Office, Royal Infirmary, Black- 
burn. Lancs 


ST. NICHOLAS HOSPITAL, Plomstead, 


SENIOR HOUSE OFFICER 
(Casualty, Orthopaedic and Fracture Departments) 


Vacant now genized f Six 
months and then ren j 
Salary £745 r annun as £150 r ann for 

sidence Apply 1 G p Secretary Memoria 
Hospita wich, S.E.18 029) 


BROADGREEN HOSPITAL, Liverpool, 14 


ADMISSION ROOM AND CASUALTY OFFICER 


(non-resident), House Officer r Senior Hows 
Officer status, required lenable for six m ’ 
from March 1. 1987 R enized for FRCS 
Application forms biainabic from ind return 

to, the Group Sccretary at the above address t 
ater than lanuary 4, 1987 


CROYDON GENERAL HOSPITAL 
CASUALTY OFFICER (S.H.0., Resident) 


Post vacant January 22, 1957. and is rec 
for Final F.R.CS. Examination Phere 
Registrar in charge f Department App 


forms obtainabie from George A. Paines 
retary, Hospital Management Committee, General 
Hospital, Crovdon (7096) 


NOTTINGHAM GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Casualty) 
duties to commence January 31, 1947 Establish- 
ment three. Recognized for FRCS. Post offers 
wide experience of casualty work Applications, 
Stating age nationality, qualifications and experi- 
ence, together with copies of testimonials, to be 
semt to Secretary, General Hospital, Nottiyegham 

($710) 


READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are imvited for the post of 
RESIDENT SENIOR HOUSE OFFICER 
(Area Accident and Orthopaedic Department) 
vacant mid-December, recognized for FRCS 
Duties including work in area casualty department 
at Battle Hospital. Reading (300 beds) Person 
appointed will work with Registrar and House 
Officers Apply, stating nationality, present post 
and qualifications, with dates, together with names 
of two referees, to Group Secretary, 3, Craven 
Road, Reading 9649) 


ROYAL GWENT HOSPITAL, Newport. Moa. 
(260 beds--10 residents) (Recognized F.R.C.S.) 


SENIOR HOUSE OFFICER 
required for Casualty Department carly January, 
resident or non-resident S.H.M.O. in full-time 
charge and there are also two Senior House 
Officers Salary £745. tess £150 board residence, 
if resident Good experience Write, quoting two 
referees, to T. A. Jones, Group Secretary, 64, 
Cardiff Road, Newport, Mon 16801) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (313 beds) 


CASUALTY OFFICER 
(Senior House Officer grade) 
required Vacamt January 28 Post recognized 
for the F.R.C.S The appointment will be for six 
months in the first instance Applications, with 
copies of two testimonials, to the Group Sccretary 
(7236) 
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Casualty—contd. 


SOUTH SHIELDS INGHAM INFIRMARY 
beds) 


CASUALTY OFFICER 
(Senior House Officer or Pre-registration) 
required carly January, to work under the super- 
vision of Senior Casualty Officer. Post recognized 
by Royal Colleges Applications to House 
Governor and Secretary (6716) 


SWINDON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications invited for the appointment of 
SENIOR HOUSE OFFICER 
as Casualty Officer and Orthopaedic House Surgeon 


at Great Western Hospital, Swindon Post 
recognized by R.CS. for six months of year's 
training under Fellowship regulations Work of 


accident and orthopaedic department, associated 
with Nuffield Orthopaedic Centre (Wingfiel¢ 
Morris Orthopaedic Hospital) Oxford inch 
large number of industrial injurics Salary 
per annum, tess charge for residential emolume 
Full details, and names of three referees, to Sec 
retary. 7. Okus Road, Swindon, Wilts, immediately 
(6827) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


General Hospital (309 beds), Middlesbrough 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Casualty) 


at the above Hospital The oimtment offers 
excellent experience in a very Department 

r which there iw a whole-time Senior Casualty 
Officer and two whole-time Senior House Officers 
Applications stating full details and giving 
names for reference should be addressed to the 
Secretary eneral Hospital Ayresome Green 
Lane, Middlesbrough 


THE GUEST HOSPITAL, Dudley (154 beds) 


SENIOR OFFICER (Casualty) 
7 Apply 
Worcs 


Post vacant January |! 195 
Secretary, Guest Hospital, Dudicy 


Group 
(6658) 


TORBAY HOSPITAL, Torquay 


RESIDENT CASUALTY OFFICER 
(Senior House Officer status) 


required There is a complement of six Resident 
House Officers Applications. as soon as possibic 
(quotine§ Ref F.955 / 76) stating qualifications 
nationality age with copy testimonials to the 
Group Secretary Torquay District Hospital 
Management Committee, Torbay Hospital, Torquay 
S. Devon (6913) 


ROYAL SUSSEX COUNTY HOSPITAL (312 beds) 


TWO CASUALTY HOUSE SURGEONS 
Duties include work in Orthopaedic and Trau- 
matic Unit Vacant mid-January and February 
Recognized for pre-registration and F.R.CS 
Applications, stating usual particulars, and naming 
two referees, to the Administrative Officer, Royal 
Sussex County Hospital, Brighton (Pr.6408) 


CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Clare Hall Hospital, South Mimms, near Barnet, 
Herts (405 beds for tuberculosis and diseases 
the chest, including 80 for thoracic surgery) 


MEDICAL REGISTRAR 

Duties mainly medical, but some allocation to 
duty in surgical wards. Good training in general 
medicine essential, and experience in diseases of 
the chest desirable. Application forms obtainable 
from, and returnable to, Group Secretary. Barnet 
Group H.M.C., 1. Wellhouse Lane, Barnet, Herts 
by January 16, 1957 (7143) 


MOOR PARK AND HADRIAN HOSPITALS 


MEDICAL OFFICER (T.B. Service) 
Resident or non-resident appointment 
For duties at the above hospitals. J.H.MO. or 


S.H.O. grade according to experience Applica 
tions. with names of two referees. to Group Sec 
retary. Preston Hospital, North Shicids, as soon 


as possibic (TORT) 


BRITISH MEDICAL JOURNAL 


IMPORTANT NOTICE 
APPOINTMENTS 
Medical practitioners are requested 
not to apply 
for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A House, Tavistock Square, 
London, W.C.1, or with the Medical Sec- 
retary of the Irish Medical Association, 
10, Fitzwilliam Place, Dublin, to learn the 
views of the Association regarding the 
terms and conditions of service pertain- 
ing to the appointment: 
REPUBLIC OF IRELAND, 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY. 


Resident and Medica! Visiting Staff 
By Order of the Council, 
A. MACRAE, 


December 20, 1956. Secretary. 


| 


BARROW MORE HOSPITAL 
Great Barrow, Chester 


requircd Salary per annum, less for 
residence The hospital is modern in all respects 
and ontains Regional Thoracic Sureica Unit 
Applications from  ex-paticnts§ considercd Any 
tur 1 Maton may be obtained trom. and 
applications stating names of two referees to 
Poysician Superintendent H961) 
DRIFFIELD, YORKSHIRE, NORTHFIELD 


SANATORIUM (78 beds) 
SENIOR HOUSE PHYSICIAN 
Vacant now. Offers experience ali branches of 
Tuberculosis within the Group, including surgery 


M.M_R. and clinics Time for study Ex-patients 
welcome £150 for full residence Applications 
to Group Secretary, Westwood Hospital, Bevericy 
Yorkshire (6828) 


BROMPTON HOSPITAL, 5.W.3 


Applications invited for the post of 
NON-RESIDENT HOUSE PHYSICIAN 
for six months from March i, 1987 Duties in- 
clude work in Out-Patient Department and Wards 
Experience in ear, nose, and throat work desirable 
Salary at the rate of £525 per annum Applica 
tions stating are qualifications (with dates) 
nationality and appointments heid, together with 
copics of testimonials, by 7 


January 195 to 
Kenneth A. F Miles. House Governor (6997) 


DENTAL 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Whole-time or maximum part-time 
CONSULTANT ORAL SURGEON 
to the Plastic and Oral Surecry Centre, Odstock 
Hospital, Salisbury, required This is a dental ap- 
pointment and a higher qualification in Dental 
Surgery is cssential Residence within a 10-mile 
radius of Salisbury is a condition of the appoint- 
ment Canvassing wil| disqualify, but applicants 
may visit the hospital by arrangement with the 
Group Secretary, Salisbury Group Hospital Man- 
agement Committee, Odstock Hospital, Salisbury 
Applications (7 copies), stating age, qualifications, 
experience, and names and addresses of three 
referees, should be sent to the Areca Secretary, 
“ Highcroft,” Romsey Road, Winchester, by 
January 18, 1957 (7108) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


WHOLE-TIME CONSULTANT ORTHODONTIST 
required The duties of the appointmeat will in- 
clude orthodontic work for the Portsmouth and 
adjoining arcas and other districts as may be de- 
fined by the Board. Facilities and accommodation 
will be provided in the Royal Portsmouth Hospital 
and residence within a 10-mile radius of the hos 
pital will be a condition of the appointment 
Candidates wil! be expected to have had consider 
able experience in Orthodontics and possession of 


! 


17 


higher dental qualifications will be an advantage 
Canvassing will disqualify. but applicants may visit 
the hospstal by arrangement with the Group Secre- 
tary Portsmouth Group Hospital Management 
Committee, St. Mary's Hospital, Milton Road, 
Portsmouth Applications (7 copies), stating age 
Qualifications, experience, and names and addresses 
of three referces, should be sent to the Area Secre- 


tary, “Highcroft Romsey Road, Winchester, by 
January 18. 1957 7109) 
DERMATOLOGY 


THE UNITED LEEDS HOSPITALS 
The General Infirmary at Leeds 


REGISTRAR IN DERMATOLOGY 
required, for one year im the first instance from 
January 1 Terms and conditions of service for 
hospital medical staff apply Applications, stating 
age, qualifications, previous posts (with dates), and 
three names for reference, should be sent to the 


Sub-Dean. School of Medicine, Leeds, 2, as so 
as possible (H9R1) 
QUEEN MARY'S HOSPITAL FOR THE 
EAST END. Stratford, 

Applications are invited for theeappointment of 
CLINICAL ASSISTANT 

Skin Department, for one session week on Tues 

day mornings Remuncration ¢/75 per annum 

pplications gether with the names f two 


referces Group S« West Ham Group 
Hospital Management Committee, Stratford, 
by January 4. 1957 ow 


retary 


EAR, NOSE, AND THROAT, ETC. 


ROYAL GWENT HOSPITAL, Newport, Mow 
(260 beds —10 residents) 


JUNTOR HOSPITAL MEDICAL OFFICER 
or SENIOR HOUSE OFFICER 


required aboui January 23. Post covers 23 ENT 


and 8 Eye beds Recognized DLO Good 
experience Write quoting two referees to 
1 A. Jones, Group Scecretary. 64, Cardiff Road 
Newport, Mon (65809 
NORTH STAFFORDSHIRE ROVAL 


INFIRMARY 


SENIOR HOUSE OFFICER (E.N.T.) 
required Vacant very shortly Recognized for 
RCS. and DLO Detailed application, with 
copy testimonials, to Group Secretary, HMC 
Princes Road, Stoke-on-Trent (6802) 


BOARD OF MANAGEMENT FOR INVERNESS 
HOSPITALS 


Royal Northern Infirmary (222 beds) 


HOUSE OFFICER 
(Ear, Nose and Throat and Ophthalmology; 
required from February 1. 1957 Pre-registration 
or registered practitioner post. Applications, giving 
names of two referees, to Group Medical Superin- 
tendent, Royal Northern Infirmary, Inverness, by 
January 10, 1957. (7227) 


TINDAL GENERAL HOSPITAL 
Aylesbury, Bucks (260 beds) 


HOUSE SURGEON (E.N.T.) 

Post vacant January 14, 1957. Department has 
a high turnover with four Out-patient Clinics weck 
ly Recognized for DL.O. and FRCS No 
casualty department Pre-registration post. but 
registered practitioners invited to apply Apply 
with copies of two testimonials, to the Administra- 
tive Officer (S718) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing (356 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
to the Ear. Nose. and Throat and Ophthalmic De- 
partments. vacant now. The post is recognized for 
pre-registration and for the D.L.O. examination 
Applications, giving full particulars, and copies of 
recent testimonials. to Hospital Secretary. (Pr $138) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 15 
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GERIATRICS 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


West Middlesex Hospital, Isleworth 


REGISTRAR GERIATRIC UNTT 


Wh hi wr sident. Vacant January The 
t met " art fh ta Offers x 
nt 
’ fon and 
or indulate “ work | 
Jer r wultant pt » | 
ha ! n 1 
n : t m rd 
G s Midd x H 
M nent Committ West Midd x | 
Hi h. t Janua 8. 1957 | 


DARTFORD MANAGEMENT 
COMMITTEE 


HOSPITAL MEDICAL OFFICER 


req t a t the G atric Specialist in the 
Dartford nd M 1 und Gravesend Groups f 
Hospita Salary scale £775 by t1.075 a 
year Candidates must be fully regist d for a 
cast ‘ nd st id hav had cme in 
ger med ’ and sure x n in 
ecriatrice would. t un advan‘age The duties will | 
inv hom ting Ap th Secr 


tary Dartford Hospita Management Committ 
the Bow Arrow Hospital, Dartford, by January | 


1987 (6R70) 


ST. GEORGE'S HOSPITAL, Hornchurch 
JUNIOR HOSPITAL MEDICAL OFFICER 


(Resident) 
required from January 1 1957. at this hospital 
which a mmodates 404 chronic sick patients 
h post flers excellent Geriatric experience 
Apr ations should be forwarded to the Secretary 
Romford Group Oldchurch Hospita 
Romf nm as possible 6629 


CENTRAL MIDDIESEN HOSPITAL 
Park Royal, N.W.10 


SENIOR HOUSE OFFICER in General Medicine 


a with duties manintiy in th Geria’n 
partment C,00d facilities for higher xamina 
tion vd h to working of gener practice. | 
Wh tem ypointment for six monhs in first 
instance Post vacant February 1 1957 App 
ations, with tw testimonials, to Medical Director 
hv January 194 (#975) 


ST. MATTHEW'S HOSPITAL (320 Geriatric beds) 


Anp'ications are invited for the post of 
SENIOR HOUSE OFFICER (Geriatrics) (Resident) 
Applications and copies of two testimonials to 
the Hospital Secretary, St. Matthew's Hospital 
Shepherdess Walk, London, N.1, by January 19 


1957 (7234) 


INFECTIOUS DISEASES 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


REGISTRAR IN INFECTIOUS DISEASES 


at the City Hospita Edinburgh Apply. giving 
particulars of ag quatifications and previous ex- 
penen and the names of two referees, to th 


Secretary il Drumshcugh Gardens, Edinbureh 
+. by January 12 (7225) 


MFDICINE 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


REGISTRAR (Medicine) 


required berzinning of February, 1957 Resident 
post Duties at Royal Infirmary. Blackburn (262 
acute beds), as arranecd by Consultant Physician 
Application forms from Secretary, H.MC. Office 
Roval Infirmary, Blackburn (6829) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


MPFDICAL REGISTRAR 


(residemt) required at Mount Vernon Hospital and 
Radium Institute. Northwood, Middiescx Hos- 
pital may be Visited by direct appointment with | 
RMO Application forms obtainab'e from. and | 
returnab to. the Group Secretary, Harefield and 
Northw 1G op HMO Mount Vernon Hos 


pital, Northwood, Middlesex, by January 1957 
(6933) 
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SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
(West Dorset Group Hosplial Management 
Commitiee) 


MEDIC aw) REGISTRAR 


1 trar j t Do set 


quir 


fron 


Damers Roa 


PORTS HOC GROLP HOSPITAL 
MANAGEMENT COMMITIEE 


Applications are invited for the following 
ippomment 
St. Mary's Hospital (700 beds) 
JUNIOR HOSPITAL MEDICAL OFFICER 


(resident, marricd, or single quarters) wanted at 


nee for duties as f ws General responsibility 
for the staff of House Officers Medical Officer 
for two mental wards (172 beds). Casualty Officer 


a smal! Casualty Department, and other medica 


duties w h may be defined from time to ume 
Tt su sat ipplicant wi be free to act as 
General Practitioner for the resident nursing staff 
H will t t maintain a close lhaison 
with th Gir etary who ts responsible for 
th genera ation of the hospita The 

pointment in the first imstance will be for a 


j three vears Applications, stating age 
xperience and qualifications, togcther with names 
f two referees, should be forwarded as soon as 


ssble to the undermentioned.—t H. Hurst 
St. Mary's Hospital, Milton Road, Portsmouth 
(6884 


DULWICH HOSPITAL (in association with 
King’s College Hovpital Medical School for 
teaching purpoOes) 

Fast Dulwich Grove, London, §.E.22 


Applications invited for appointment as 
SENIOR HOUSE OFFICER 
(General Medical duties) 


Vacant from March 1 1987 Apply. giving age 
and details qualifications and experience, with 

Py testimonials or names of two referees, to 
Group Secretary. Camberwell HM.C., Dulwich 
Hospital. not later than January 14 (7110) 


Si. MARY'S HOSPITAL 


Applications are invited from registered prac 
titioners for the post of 
HOUSE OFFICER 
to the Almroth Wrieht Wards Graded Senior 


House Officer The appointment is for a period 
f eaht months. with effect from February 1, 1957 
Applications, stating nationality, date of birth 


address qua'‘ifications (with dates) 
s and National Health Service gradings of 
revious and present appointments, with 
the names and addresses of three referees, should 
reach Alan Powditch, House Governor, by January 
R 1957 (6911) 


BARONY HOSPITAL, Nantwich (306 beds) 


RESIDENT SENIOR HOUSE OFFICER (Medical) 
required at the above hospital Newly opencd 
unit provides treatment for men. women and 
children. supported by new Pathological and X-ray 
Depts Sa'ary and conditions of service in accord 
ance with Whitley Council! Scale Applications 
sta‘ing age. qualifications and experience. toecther 
with names of three referees. to the Group Secre 
tary. South Cheshire Hospital Management Com- 
mittee, Barony Hospital, Nantwich, Cheshire 


INGHAM INFIRMARY, South Shieds 


TWO HOUSE PHYSICIANS 
(Pre-registration. first or second posts) 

or SENIOR HOUSE OFFICERS (Medicine) 
ceording t© experience required January 7. 1957 
his i an acute g@encral hospital with the usual 
special departments. including a children’s ward 
staffed by whole-time and visiting consultants 
Applications to House Governor and Secretary 

(6717) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Medical) 
vacant January 3. 1957 The duties will be 
equally divided between work in the acute medica! 
wards, out-paticnts and a geriatric assessment unit 
of 76 beds The appointment affords an oppor- 
tunity of seeing large numbers of acute cases and 
is an excellent one for those studving for a 
h wher medical qualification Applications 
together with the names of two referees. should 
be sent to E H. Hurst, Group Secretary. Manage- 
ment Committce Offices, St. Mary's Hospital. 
Portsmouth (6881) 


NEWTON ABBOT 
SENIOR HOUSE 


or female requ 
es equally divided 


heds General Secu 


House Surgecon otherw 
able App.catn 


nationality, age, with cx 
the Group Sccrctary 


Dec. 29, 1956 


HOSPITAL, S. Devon 
OFFIC ER (Medicine) 


red December 3 
between 20 acute medi 
mand 140 geriatric bex 
red to stand in when Sen 
sc engaged Marricd qu 
ns stating qualificat 
py testimonials, to be t 
Torquay District H 


Management Committee, Torbay Hospital, Torg 


S. Devon 


SOUTH SHIELDS 


TWO HOL 
(Pre-registration, 


GENERAL HOSPITAL 


SE PHYSICIANS 
first or second posts) 


or SENIOR HOUSE OFFICERS | Meaicine) 


accord ng to experience, 
respectively this busy 


and 29, 195 
equipped hospita 
Department consists ¢ 
three House Officers 
Superintendent 


required on January 


Resident staff in Medical 
f a Medical Registrar and 
Appiications to Medical 


STOKE MANDEVILLE HOSPITAL 


Aylesbury. 


Bucks (619 beds) 


SENIOR HOUSE PHYSICIAN 
(Senior Resident Medical Officer) 


for the Acute Genera 


Medicine Unit comprising 


two registrars and three resident house physicians 


Senior House Officer 


grade Vacant January 14 


1957 Applications, with copies of three recent 


testimonials, to the Ad 


ministrative Officer 


THE UNITED CARDIFF HOSPITALS 


App'ications are inv 


ited for the post of 


SENIOR HOUSE OFFICER IN GENERAL 
MEDICINE 
at Liandough Hospital. Penarth Appointment to 


commence February, 195 


7 Application forms are 


available from the Secretary to the Board at Car- 


diff Royal Infirmary 


Newport Road. Cardiff. and 


should be returned within 14 days of the appcar- 


ance of this advertise 


ment (7196) 


WALSALL GENERA 


L (Sister Doray HOSPITAL 


SENIOR HOUSE OFFICER (Medicine) 


required Good all- 
Apply. together with 
Groun Secretary 


round experience available 
names of two reverces. to 


HOSPITAL, Beverley, Yorkshire 
(229 beds) 


HOUSE 


House Officer or S 
according to experience 


PHYSICIAN 
nior House Officer grading 
Pre-registration post, but 


fully registered practitioners may apply Apply 


Group Secretary 


FULHAM AND KENSINGTON HOSPITAL 
MANAGEMENT COMMITTEE 


Qualified medica! 


practitioners, including pre- 


registration candidates, are invited to apply for 
the following vacancies 
Fulham Hospital, St. Dunstan's Road, 
Hammersmith, W 6 
HOUSE PHYS'CIAN (three vacancies) 


Appointmen’s comme 
resident. and are 
tions by January 8&8 

from the Hosnital Se 


nce February 1. 1957, are 
ted to six months Apptica- 
1957, on forms obtainable 
retary 


BIDEFORD AND DISTR.CT HOSPITAL (51 beds) 


Applications invited 


for post of 


Now vacant Fiat available for married officer 


Applications, stating 


names of two referees. to 


Group Secretary, North Devon Hospital Manaee- 


ment Committee, 19 


Alexandra Road. Barnstan ¢ 


BLACK NOTLEY HOSPITAL, Braintree, Essex 


POSTS OF HOUSE SURGFON AND 


OUSE 


PHYSICIAN 


Applications invited for above ppsts The 


successful applicant w 


ill serve six months as House 


Surecon followed by six months {tas House 


Physician. First, sec 


third or pre-registration 


posts Surgical post includes duties im gencral 


surgical and evnacco' 


ygical wards. Recognized for 


FRCS Medical post inc'udes duties in medical 


and pacdiatric wards 


of three testimonials, 
chester HMC... 14, 


Fesex 


Applications. with conics 
to Group Secretary, Col- 
Pope's Lane, Colchester, 

(71*4) 


CLWYD AND 
MANAGEM 


DEESIDE HOSPITAL 
ENT COMMITTEE 


Royal Alexandra Hospital, Rhy! (138 beds) 


Applications are 
or registered medica! 


invited from pre-registration 


practitioners for post of 


HOUSE PHYSICIAN 


Post vacant February 


1, 1987 Anolications, with 


two testimonials, to be sent immediately to Group 
Secretary, Rhianfa,” 


Russel] Road. Rhyl. (7097) 


| 
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Medicine—contd. 


EAST RIDING GENERAL HOSPITAL 
Driffield, Vorkshire (247 beds) 


HOUSE PHYSICIAN 


Vacant early January ADpi i pre-registration 
post. Fully re i pr t Ss may apply 
Uuties include acute and chron medicine Good 
general cxp first house ppoinuncat 
Apply Group Sccretary, Westw } Hospita!, Bever 
ley, Yorkshire (70s 


MID-GLAMORGAN HOSPITAL 
MANAGEMENT COMMITTEE 


Bridgend Genera! Hospital, Quarella Road, 
Bridgend (181 beds) 


Applications are invited from pre-fceaistation and 
qualified medica! officers for the post of 
HOL SE 


Appointment ava I and ten- 
abie for six months This h ecognized 
for the maior diplomas and t the 
General Medica! f pre-registration ser- 
und tt Medical Act. 1950 
Applications, naming two refi s, to be addressed 
to the G p Secretary of the Committee, 8, Wind 
Street, Neat (7213 


MID-GLAMORGAN HOSPITAL 
MANAGEMENT COMMITTEE 


Neath General Hospital, Neath (412 beds) 


Applications ar nvited from pre-registration and 

qualified med fficers for the post of 
HO SE PHYSICIAN 

Appointment available February 1, 1957, and ten 
able for six months This hospital is recognized 
for the major d mas and approved by the 
General Medical Coun for pre-registration scr- 
vice nd Ss 4 f th Medica Act, 1950 
Applications. nanung two referees, to be addressed 
to the Group Secretary of the Committec, 8, Wind 
Street, Neath 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


East Glamorgan Hospital, Church Village, oear 

Pontypridd (316 beds and large O.P. Department. 

Commitice’s Base Hospital serving population of 

174,000. Recognized for VLR C.0.G., D.R.C.0.G., 
R.C.S., D.C.H., F.F.A., 


rWO HOUSE OFFICERS (Medical) 


To commence February 1, 1957. Applications 
stating ag qualifications and experience, together 
ath sies of tw recent testimonials, to be sent 
to the Group Secretary, Courthouse Street, Ponty- 
pridd (6924) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTER 
Liwyaypia Hospital, Liwyaypia. Rhondda 
(190 beds including acute medical and chronic 
sick beds) 


HOUSE OFFICER (Medical 


Person appointed will als indertake dutics at 
the Group Infectious Diseases H rspital when 
required Applications stating ag qua cations 
and experience, togcther with copies of two recent 
testimonials, to be sent to the Group Secretary 
Courthouse Street, Pontypridd (6925) 


SOUTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


The General Hospital, Bishop Auckland, 
Co. Durham (350 beds) 


HOUSE PHYSICIAN 


required Fully registered practitioner or pre- 
registration student Apply. naming two referees 
to K. GT. Luxford, Group Secretary, at the 
abov (6979) 


VICTORIA CENTRAL HOSPITAL (135 beds) 


for the following 

shich will fall vacant on 
will be for a period of six 
d as pre-registra- 


Applications ar 
resident appointmen' 
March |, 195 and 
months These posits are approve 


tion post 

TWO HOUSE PHYSICIANS 
Salary £425 /£525 per annum according to experi- 
ence, icss £125 per annum for board, lodging. etc 
Terms and conditions of serv) n accordance 
with ulations of the Ministry of Health 
Applications giving details ig nationality 
qualifications nd xpericnce together with the 
sons f reference, 1t the 


names of thr Dp 
Administrative “Office Victoria Central Hospital, 


Liscard Road, Wailasey, Cheshir (7237) 


WORTHING GRO 
MENI 


LP HOSPITAL MANAGE- 
c 


Southiands Hospital, Shoreham-by-Sex, Sussex 


HOUSE PHYSICIAN 
Post vacant Januar 2¢ 195 Applications 


ving tull particulars, 


with testimoniais and names 
n Superintendent, South 


A. V. Oakton, Group Secretar 


(6848) 


LINCOLN COUNTY HOSPITAL (200 beds) 


Applications are mvited for the 

post of 
HOUSE PHYSICIAN 

The post is _ tenabie for a period of six months 
fr February 1, 1957, and can be followed by @ 
pre r n post of House Surgeon if desired 
Applicat Ss, giving full particulars, should be 
addressed to R. W. How Group Secretary 


(Pr 


m 


HACKNEY Ht 


ISPITAL, Londoa, E.9 


(General -841 beds) 


Applications for 


the six months resident 


PRE-REGISTRATION HOUSE PHYSICIAN 


vacant January 17) 


address, by Ja 


should reach the Sccretary 
nuary 4, quoting HH/HP 


(Pr.6949) 


MILDMAY MISSION HOSPITAL 
Austin Street, London, E.2 


Applications are invited for the following pre- 


registration post 


RESIDENT HOUSE PHYSICIAN AND 


ASUA 
Vacant February | 


LTY OFFICER 
1957 Candidates should be 


nm sympathy with the evangelical aims of the 


spina Applicatio 


ns and references to be 


add ssed to the Medical Superintendent as soon 


possible. 


(Pr.7182) 


QLEEN MARY'S H 
END, 


HOUSE PHYS! 


required for six mont 


1957 Applications 


monials, to Hospitai Secretary by January 12. 195 


OSPITAL FOR THE EAST 
Stratford, E.15 


CIAN (pre-registration) 
hs commencing February 13 
with copics of recemt tcsti- 


67 


ASHTON, ~ HYDE AND GLOSSOP HOSPITAL 


MANAGEM 


HOL 

quired at Ashton-t 

1c Post vacant end 
cbruary Prefcrenc 
ndidates Applicat 


Ashton-under-Lyne, I 


ENT COMMITTEE 


SE PHYSICIANS 

nder-Lyne General Hospita 
of January, One vacant mid 
e given to pre-registration 
ns (with copies of two test 
Seerctary,. General Hospital! 
ancs (Pr.6804) 


BLACKBURN AND DISTRICT HOSPITAL 


MANAGEM 
Queen's Park 


ENT COMMITTEE 
He stat, Blackburn 


(640 generet beds) 


HOUSE 


required on January 3 


PHYSICIAN 


0, 1957. Post recognized for 


pre-registration purposes. Apply. to Group Secre 


tary, H.MC. Office 


Roval Infirmary, Blackburn 
(Pr.7111) 


BROADGREEN HOSPITAL, Liverpool, 14 


HOUSE PHYSI 
required tenable for 
195 Application f 
returnable to, the Gr 


CIAN (Pre-registration) 
six months from March 1. 
wms obtainable from, and 

ip Secs tary at the ab 


address not later than January 4, 1957. (Pr.7172 


GENERAL HOS 


PITAL. Chester-le-Street 
04 beds) 


HOUSE PHYSICIAN (General Medicine) 


Approved pre-regis 
February 1. 1957 
iresses of two referee 
burn Hospital, Durh 


tration post Post vacant 
Apply. with names and ad 
s, to Group Secretary. Dry 
m (Pr. 7006 


HULL “ A” GROUP 


HOSPITAL MANAGEMENT 


COMMITTEE 


Kingston General 


Hospital, Hull (419 beds) 


HOUSE PHYSICIAN (Pre-registration post) 


Resident. and tena 
early February 
testimonials, to the H 


ble for 6 months. Vacant 


Applications, with two recent 


ospita! Secretary. (Pr.7112) 


NEWPORT AND EAST MONMOUTHSHIRE 
GROUP 


PRE-REGISTRATION HOUSE PHYSICIANS 
POSTS 


are «vacant on February 
cartier Roval Gwent Hospital! 


bed it residents) 
Pa trics St. Wo 
4 Iwo posts ( 
nd bh wher some 
yvstrict Hospuit 
ncludes Pacdiatrics 


1. 1957. oF a tittle 
Newport 


Two posts One includes 
Olos Hospital Newport (379 
ne in { some Geriatrics 
T.B. work Pontyt 1 and 
beds, 4 iden One post 

Writ quoting two 


referees and post preferred, to T A. Jones, Group 


Secretary, 64, Cardiff 


Road, Newport, Mon. 
(Pr 6585) 


NORTH AND MID-CHESHIRE HOSPITAL 
MANAGEMENT COMMITTEE 


Altrincham General Hospital! and Annexe 
(130 beds) 


Applications are invited for the pre-registration 
post of 
JUNIOR HOUSE OFFICER (Medical) 
vacant mid-February, 1957. Applications to Group 
Secretary, the Hospital, Sindcvland Road, Altrin 
cham, Cheshire (Pr.7093) 


NORTHERN IRELAND HOSPITALS 
AUTHORITY 


Fermanagh County Hospital 


HOUSE PHYSICIAN 

Applications afte invited for th pre-registration 
post of House Physician, vacant mid-January. ten- 
able for six months The Hospital has an acute 
medical unit of 40 beds under the chare fa 
Consultant Physician Excellent resident quarters. 
Apply. with copies f two recent testimonials, to 
the Secretary, Fermanagh County Hospital, Ennis 
killen, N. Ireland Pr 7001) 


PEACE MEMORIAL HOSPITAL, Watford, Herts 
(208 beds) 

Applications are invited for the post of 
HOUSE PHYSICIAN (Pre-registration pest) 
Salary according to the N_HS. Scale Application, 
with copics of recent testimonials, to the Adminis 
trator. (Pr.7198) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital (65 medical beds) 
HOUSE PHY (Pre-registration) 
Vacant January 4 
Saint Mary's (74 Medical beds) 
HOUSE PHYSICIAN (Pre-registration) 


Vacant January 30, 1957 Vacant January 3) 
1957 Vacant January 31, 1957 
Applications. stating age, experience, and quali 


fications, together with the names of two referees, 
should be forwarded as soon as possible to E. H 
Hurst, St. Mary's Hospital, Milton Road. Ports 
mouth (Pr.6777) 


PRESTON HOSPITAL 
HOUSE PHYSICIAN 
Pre-registration appointments, vacant in January, 
1957: Preston Hospital, one ; Tynemouth Infirmary. 
one Applications, with names of two referees, to 
Group Secretary, Preston Hospital, North Shie' 
(Pr 7082) 


ROYAL INFIRMARY, Blackburn (262 acute beds) 


HOUSE PHYSICIAN 
required for January 23, 1957 Post recognized 
for pre-registration purposes Apply to Secretary, 
MC. Office. Royal Infirmary, Blackburn 
(Pr 6832) 


ST. HELIER HOSPITAL, Carshalton, Surrey 
2 HOUSP PHYSICIANS 
(Approved for Pre-registration Service) 

Vacant, Jan 27 and February 1 respectively 
Applications, stating age. experience, and qualifica 
tions, with ‘ f recent testimonials and the 
names of two referees, should be sent to the Sec 
(Pr.7113) 


retary at above address, 


STAFFORD GENERAL INFIRMARY. Stafford 
(175 beds—Recovery Unit 32 beds) 
HOUSE PHYSICIAN 
Pre-registration post Vacant January 10 At 
end of term of service the successful applicant will 
be considered for appointment to a pre-registration 
post of House Surgeon, if he or she has not held 
such an appointment Applications ¢t Groun 
Secretary, Stafford H.M.C., 13, Foregate Street 
Stafford. (Pr.6026) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 15 


a 


— 
— 


g 
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Nledicine—— contd. 


TEESSIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Hemlington Hospital (274 beds). Middlesbrough 
‘ 1 for th st f 


HOUSE PHYSICIAN 


Mt flocs 


IEESSIDE HOSPITAL MANAGEMENT 
COMMITTER 


North Ormesby Middlesbrough 


Ary sor the apt 
HOUSE PHYSICIAN 
ma abhor ramed hos 
nen if 
tr Med A at 
at Jetaiis and ving tw« 
t J be addressed to H i 
‘ (Pr 65h4 


NEUROSURGERY 


BRISTOL--COSSHAM/FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE 


Freachay Hospital (542 stall beds expanding) 


SENIOR HOUSE OFFICER 
Regional Department of Neuro-Surgery 


bie f \ nonths It “post off 
for FRCS Two 


required Ar itioms to the Secretary, Fr 
Hos a “NSTI 


GLASGOW AND WEST OF SCOTLAND 
NEL ROSURGICAL UNIT (112 beds) 
Killeare Hespital, Killearn by Glasgow 


bas NIOR HOUSE OFFICER 


juired f nit commencing on Jan 
l, 19 Ss. {745 per innum ss 
£140 annum for board igin 
n ’ 
f th J Exan Board in 
Ln ne D P 
M t R ul « x of 
t noon f 
nt t Sect 
H Park ¢ ( 
t ‘ t ra thes ady 


OLDCHUL RCH HOSPITAL, Romford, Essex 


(722 beds) 


SENIOR HOUSE OFFICER. NEL ROSURGERY 
from lan Suitat for 


OBSTETRICS AND GYNAECOLOGY 


QLEEN CHARLOTTE’S AND CHELSEA 
HOSPITALS 


Applica a from andidates having 
SENIOR REG NTR AR 
th t ’ ha 
rw f ins ! ut bor 
(with fates t t s t names f three 
r * to the House Governor 339, Goldhawk 
R ! London, W.6, not lat than January 12 
(7194 


MANCHESTER REGIONAL HOSPITAL BOARD 


Preston aod Chorley Hospital Management 


Lancs 


Applicat t invit ited for the post of 
REG ISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 


Post vacant mid-January, 1957 Recognized for 
D and MRCOG Appointmemt for one year 
in first instan renewable for second year 
Application forms obtainable from Group Secre- 
tary Royal Infirmary Preston Lancs to be 
returned not later than January 4, 1957 (6872) 


BRITISH MEDICAL JOURNAL 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 


i iis int East Suffo.k and Ipswich Area 
M a} at rr swich and East Suffolk (Heath 
\ tetr and tg 

le exp 
MRCOG Sin ’ 
t B Sen 
M on 117 
to visit t y direct arraneemen 
vith HMC. S tat Ipsw » and East Suffolk 
Hospit \ Road W 


LNTIED MANCHESTER HOSPITALS 
Saint Mary's Hospitals, Manchester 
Applic ms are invit for the post of 


“REG ISTRAR IN OBSTETRICS 
(Resident Obstetric Surgeon) 


acamt beginning | ruary, for one year Dutics 
son nat ’ work 
ites m ive had t 
High qualification 
ns Micahon be btained 
lanua 7 R Wis General 
t S M Hospitals, W n P 
M < 


MILL ROAD MATERNITY HOSPITAL 
Liverpool, 6 


Al OFFICER (Non-resident) 


Out-pa 

M0 grad Apr miment v imt from March 

Annlication form btainat from. and 

returnat t the Group Secretary Broadereen 
Hos 1 p i4 not ater than Januar 
4 1957 TIS 


THE MOTHERS HOSPITAL (Salvation Arm)). 
Clapton, E.5 (Matersity, 110 beds) 
Applications are invited for the 12 months’ resi 

dent appointment (vacant February 1) of 
SENIOR HOUSE OFFIC ER 
(Post recognized for M.R.C.0.G.) 
und should reach the Group Secretary. Hackne 
Hospita London, E.9, by January 10, quoting 
MH SHO 


ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 
SENIOR HOUSE OFFICER 

(Obstetrics /Gynaecotogy) 
quired at Ashton-under-Lyne General Hospita 


Bed mplement 8&2 bstet s and 26 gynacc zy 
Recognized for MRCOG Vacamt Februar 
1Y Applications (with copies of tw test 
mon to Group Secretary, General Hospit 
Ashton-under-Lyn Lancs 


DONCASTER HOSPITAL MANAGEMENT 
COMMITTEE 


Western Hospital, Doncaster 
Recognized under the Regulations for the 
D.Obst.R.C.0.G. and VLR.C.O.G. (Obstetrical 
experience) and approved for pre-registration 

service wonder the Medical Act, 1950 


att ' nv for the post 
OBSTETRICAL HOL SE OFFICER 

(Senior House Officer or pre-registration post) 
Vacam end January Applications should t 
forward t th Gr p Secretary at Doncast 
R Ir m b january 1 (7008 


GLANTAWE EOSPITAL MANAGEMENT 
COMMITTEE 


Morriston Hospital (501 beds), Swansea 


Applications wed resident post of 
SENIOR HOLS! OFFICER 
tet and Gynacco nt of th 
spita Vacan on 19 
ns with f p ilars together with 
tw r na st iid t scent 
Medical § rintendent f the bh ita 
nes G Secretar (hs 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


fast Glamorgan Hospital, Church Village. near 
Pontypridd (216 beds and large O.P. Department. 
Committee's Base Hospital serving population of 
174,000. Recognized for VLR.C O.G., D.R.C.0.G., 
F.R.C.S., DAD 


SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 

To commence February 13, 1957 Applications 
Stating age. qualifications and experience, together 
with copies of two recent testimonials. to be sent 
to the Group Sccretary, Courthouse Street, Ponty 
pridd (0926) 


| 
| 


Dec. 29, 1956 


ST. PETER’S HOSPITAL (late Botiey’s Park War 
Hospital), Chertsey, Surrey (430 beds) 


KE SIDENT HOUSE SURGEON (Ss. ©. of Intera) 


a for th Gynaec 
( D tics 1 

nce Salary n a 
i Na val Hea 
sdde o be sent t i P 
Superintendent, St. Peter's Hospita as SOOM as 


BOARD OF MANAGEMENT FOR GLASGOW 
MATERNITY AND WOMEN’S HOSPITALS 


Applications are invited for the following resi 
dent posts for the six months from February 1, 
1957 

TWO HOUSE SURGEONS (Gynnccotogy) 

Royal Samaritan Hospital, Glase 
TWO HOUSE SURGEONS (Obstetrics and 
Gynaecology). Redlands Hospital, Glasgow. 

ONE 


depending on Hos 
pital Glasgow ving 
experien and names of feree dical 
Superintendent, Royal Maternity Hospita Rottcn 

Glasgow, C.4 (7199) 


ANNIE MeCALE MATERNITY HOSPITAL 
Jeffreys Road, 5.W.4 


Applications are invited from registered women 


medical practitioners for the post of 

ESIDENT OBSTETRIC HOUSE SURGEON 

st recognized for DR.C.O.G.) Appoint 
s for a period of six months, vacant I ary it 
19 Applications stating 
(with dates) and nationality accompanied 
copies of three recent testimonials. to the 5S 
tary not later than January 12. 1957 688 


HAMMERSMITH HOSPITAL AND ENSTITUTE 
OF OBSTETRICS AND GYNAECOLOGY 
Due Cane Road, London, W.12 


HOUSE SURGEON (Gynaecology) 
quired March 1. Post r enized for MRCOG 
Av qua experience names 
t Secretary Board of Governors. bv 
January 12 (7164) 


ST. STEPHEN'S HOSPITAL, Chelsea, S.W.10 


OBSTETRIC AND GYNAECOLOGICAL HOUSE 


SURGEON 
Resident Post-registration Post recognized tor 
pRCOG Vacanc mid-} \ 4 
tions, naming two f M S n 
ident 


BOARD OF MANAGEMENT FOR INVERNESS 
HOSPITALS 


Raigmore Hospital (408 beds) 


HOUSE OFFICER (Obstetrics) 


male I iM rnity 

Unit ¢ st re DRCOG 

post ven sw ve 
m ral S Amr 

var ft ref ro M 
ndent, Roy N nes 
’ ! (7228) 


RBROADGREEN HOSPITAL, Liverpool, 14 


TWO HOUSE SURGEONS 
(Obstetrics and Gynaecology) 


juired Posts tenab for months from 
March 1 19 App tin 2 

m. and return to, the G » Secreta ul 
the at ¢ address not later than January 4, 195 


CLWYD AND DLESIDE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Asaph Hospital (54 Obstetric beds) 


cations are n fed from wiration of 

existered medical practiiion for the post of 
JUNIOR HOUSE OFFIC ER 

Post vacant February 1, 1957 Tenabic r Six 
months Recognized for MRCOG and 
Ma 1 quarters availa 
Applications with two testimonials, to be sent 
mmediately t Group Secretary Rhianfa 
Russell Road, Rhy! (7099) 


KENT AND CANTERBURY HOSPITAL 
Canterbury (277 beds) 


GYNAFCOLOGICAL HOUSE SURGION 
required at Highland Court Annexe, a unit of 25 
gynaccologina! beds situated three miles from the 


above hospita with all ancillary services avail- 
able Recognized for MR.COG Six months’ 
apporntment Post now vacant N.H.S. salary 


and conditions Applications, together with copics 
f two recent testimonials, to be addressed to the 
Hospital Secretary at the above hospital (7163) 


| 
| 
. 
tions, “Recognized for the FRCS. (Eng). Apply | | 
| 


Dec. 29, 1956 


Obstetrics and Gynaecology—contd. 


MILL ROAD MATERNITY HOSPITAL 
Liverpool, 6 


TWO HOUSE SURGEONS 
(Obstetrics and Gynaecology) 
equired Posts tenable for six months from 


March 1, 1957 Applic atic n forms obtainable 
from. and returnable to, the Group Secretary, 
Broadercen Hospital, Liverpool, 14, not later than 
January 4, 1957 (7174) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotey Bridge General Hospital, Shotley Bridge. 
Consett, Co. Durham 


RESIDENT HOUSE OFFICER 

Required for six months for duties in Obstetrical 
30 beds) and Gynaecological (43 beds) Depart 
ments Residk at Richard Murray Maternity 
Hospital! Recognized for D.Obs! R COG 
Second pre-registration or post-registration apport- 
ment Apply to the Group Secretary, stating age 
and expericnce and enclosing copies of three 


recent testimonials (7137) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


fast Glamorgan Hospital, Church Village, oc 
Pontypridd (316 beds and large O.P. Supentaent. 
Committee's Base Hospital serving population of 
174,000. Recognized for M.R.C.0.G., D.R.C.O.G., 
F.R.C.S., D.C.H.,. F.F.A., D.A.) 


TWO HOUSE OFFICERS (Obstetrics) 

To commence February 1, 1957 Applications, 
stating age, qui ations ind experience, togcther 
with copies of two recent testimonials, to be sent 
to the Group Secretary, Courthouse Stueet, Ponty- 
pridd (6927) 


ST. WOOLOS HOSPITAL, Newport, Moa 
(379 beds) 


HOUSE SURGEON (third post) 
required on February 1. Post covers 44 obstetrical 
and - gynaccological beds Lady d ctor pre 
ferr but ma also considered. Write 
qu a “two refer r. A. Jones, Group Sec- 
retary. 64, Card it R d. Newport, Mon (6587) 


HACKNEY HOSPITAL, Londoa, E.9 
(General— 841 beds) 


Applications are invited for the following six 
months’ residem appointments : 
©) REGISTERED OBSTETRIC HOUSE 
SURGEON 
(From April 17) 
(b) PRE- > OBSTETRIC HOUSE 
URGEON 
rot m February 1) 
Posts recognized for MRCOG Applications to 
ccretary, above address, by January 10, quoting 
HH /HSO (7133) 


THE MOTHERS’ HOSPITAL (Salvation Army), 
Clapton, E.5 (Maternity, 110 beds) 


Applications are invited .for the following six 
Monoths’ resident posts 
fa) REGISTERED OBSTETRIC HOUSE 
SURGEONS 
(Two posts, vacant I wary | and March 1) 
(b) Pre-registration (second post) 
OBSTETRIC HOUSE SURGEON 
Vacant March 1) 
Posts recognized for MR.C.0.G Apply Group 
Sccretary, Hackney Hospital, London, E.9, by 
January 10, quoting MH (a) or (b). (7169) 


BOARD OF MANAGEMENT FOR INVERNESS 
HOSPITALS 


Royal Northern Infirmary (222 beds) 


HOUSE OFFICER (Gynaecology) 
required from February 1, 1957. Pre-registration 
Post Applications, giving names of two referecs 
to Group Medical Superintendent, Royal Northern 


Infirmary, Inverness, by January 10, 1957 
(Pr.7229) 


ROYAL GWENT HOSPITAL, Newport (260 beds) 


GYNAFCOLOGICAL HOUSE SURGEON 
required Recognized pre-registration = service 
Covers 20 beds. Write, quoting two referees, to 
T. A. Jones, Group Secretary, 64, Cardiff Road, 
Newport, Mon. (Pr.6588) 


BRITISH MEDICAL JOURNAL 


OPHTHALMOLOGY 


SIALNES GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Ashford Hospital, Ashford, Middlesex 


CLINICAL ASSISTANT 
foe Ophthalmic Unit required for two notional 
half-days per week, at present Monday am and 
Wednesday p.m £1/5 per annum per half-day 
Applications, stating age, qualifications and experi- 
ence, with copies of three recent testimonials, to 
Medical Director of hospital immediatcly (7144) 


NOTLINGHAM & MIDLAND EVE ENFIRMARY 


SENIOR HOUSE OFFICER 
required, dutics to commence on January 13, 1957 


Salary and conditions of service in accordance 
with Ministry Regulations \ furnished flat is 
available for married candidates, if required AD 

plications, stating age. qualifications, and on 
nee together with copies f testimonials, ¢t 

sent to the Group Secretary, General Hostel. 
Nottingham (6851) 


SOUTHAMPTON EYE HOSPITAL 
(32 beds—recognized for D.O. Examination) 


RESIDENT SENIOR HOUSE OFFICER 


required Applications, with copies of testimon- 
ials. should be as soon as possible to 
Secretary. Sor uthampton Group Hospital Manage- 
ment Committ Bu Street (7064) 


GLASGOW EYE INFIRMARY 

RESIDENT HOUSE OFFICER 
required immediatcly Appointment is for six 
months and qualifies for pre-registration period in 
surgery Salary scale £425 to ¢ S per annum 
Applications to Medical Superintendent, Glasgow 
Eye Infirmary, 174. Berkeley Street, Glasgow, C.3 
7176) 


ROYAL BUCKINGHAMSHIRE HOSPITAL 
Aylesbury, Bucks 


HOUSE OFFICER, OPHTHALMOLOGY 


Post recognized for DO Apply. with two 
names for reference, to Secretary-Superintendent 
7116) 


ROYAL EYE AND EAR HOSPITAL 
Bradford, 1 


JUNIOR HOUSE SURGEON (Opbthaimology) 


Vacant February 7, 1957 Recognized for 
DO.MS. and F.R.CS Applications, stating age 
nationality qualifications, and experience, with 
opy testimonials, to Secretary, Bradford Royal 
Infirmary (6998 
ORTHOPAEDICS 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment 

WHOLE-TIME ASSISTANT ORTHOPAEDIC 

AND CASUALTY SURGEON 

to the Orthopaedic Department of the Royal 
Alexandra Infirmary, Paisicy Salary (at age 22 
and over) on the scale £1,575 by £50 to £2,025 
Applications (16 copies), stating date of birth 
qualifications, experience, present appointment, and 
the names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Street. Glasgow, C.2, not jater than 30 days after 
the publication of this advertisement This 
appointment is subject to the National Health Ser- 


vice (Scotland) (Superannuation) Regulations 
(7232) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Oldham aed District Hospital Management 
Committee 
Recognized for F.R.C.S. 


Applications are invited for the post of whole- 

time, resident or non-resident 
REGISTRAR (Orthopaedics) 

at the Oldham Royal Infirmary (190 beds), 
becoming vacant on February 20, 1957 Appili- 
cations, with the names of two referees, to be 
forwarded to the Group Secretary. Central Offices 
Rochdale Road, Oldham (6898) 


MANCHESTER REGIONAL HOSPITAL BOARD 
(Salford Hospital Management Committee) 
Applications invited for post of 

RESIDENT REGISTRAR IN ORTHOPAEDIC 

SURGERY 

in the above Group, main duties at Hope Hospital 

Applications, together with names and addresses 

of two referees, to be sent to the Group Secre- 

tary. Salford Royal Hospital, Salford, 3, before 

January 5, 1957. (7200) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Barnet Genera; Hospital, Weilhouse Lane, Barnet, 
ferts 


REGISTRAR 
required in Orthopaedic and Fracture Department 
Hospital may be visited by direct appointment. 


Application forms trom. and returnable to, Group 
Secretary, Barnet Group HMC., |, Welthouse 
Lane, Barnet, Herts. not later than January 9, 
1987 6995) 


BOSTON COMBINED HOSPITALS (319 beds) 
Loadon Road Hospital 


SENIOR HOUSE OFFICER 
Mainly fractures and General Surgery One of 


two posts Resident Locum welcomed fur 
interim period Apply, giving age. qualifications, 
post held, and two names for reference, to the 
Hospital Secretary, London Road Hospital, Bos- 
ton, Lincs (6815) 


KENT AND SUSSEX HOSPITAL 
luabridge Wells (303 beds) 

Applications invited for post of 

SENIOR HOUSE OFFICER (Orthopaedics) 
Vacant March 1, 1957 Recogmzed for F.R.CS 
Apply, giving age, qualifications, experience with 
py testimonials, to Group Secretary, Sherwood 
Park, Pembury Road, Tunbridge Welis (7035) 


ROYAL BUCKINGHAMSHIRE HOSPTTAL 
Aylesbury 


SPNIOR HOUSE OFFICER 
in Accident and Orthopacdic Surgery and Child- 
ren’s Surgery Recognized for Apply, 
with two recent testimonials, to Secretary-Super- 
ntendent ous 


ROYAL CORNWALL INFIRMARY, Truro 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 


to the Orthopaedic Department, vacant January 
\!17, 1957 Salary and conditions of service are 
in accordance with National Health Service regu- 
lations Applications Stating nationality ine, 
qualifications and experience, togcther with copies 


of two recent testimonials, to be addressed to the 
Hospital Secretary Roya) Cornwall 1..firmary, 
Truro 6°89) 


SHEFFIELD NO. 3 HOSPITAL MANAGEMENT 
COMMITTEE 


King Edward VII Orthopacdic Hospital (144 beds), 
Rivelia Valley Road, Sheffield 


Applications are invited from registered medical 

Oractitioners tor the post of 
SENIOR HOUSE OFFICER (Resident) 

at the above hospital The post, which is normally 
held for one year in the first imstance, will be 
subject to the terms and conditions of service for 
hospital medical staff Salary £745 per annum. 
Emolument charge £150 per annum. Applications, 
with names of two referees, to Group Secretary 
Sheffield No. 3 H.M.C.. Lodge Moor Hospital, 
Sheffield, 10. (6835) 


BOARD OF MANAGEMENT FOR INVERNESS 
HOSPITALS 


Ralgmore Hospital (408 beds) 


HOUSE OFFICER 
im Fracture and Orthopaedic Surgery 
(Orthopaedic Department 140 beds), required from 
February 1, 1957 This Unit receives and treats 
ali acute fractures and bone or joint injuries from 
a wide arca, and is the Regional Orthopacdic 
Centre Pre-registration post Also open to 
regisicred practitioners Applications, giving 
names of two referees. to Group Medical Superin- 
tendent, Royal Northern Infirmary, Inverness. by 
January 10, 1957 (7230) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTER 


Shotley Bridge General Hospital, Shotley Bridge, 
Consett, Co. Durham 


Applications are invited for the resident post of 
OUSE OFFICER (Orthopaedic) 

which is recognized for pre-registration purposes 
Salary £425 to £528 per annum according to cx- 
perience. Deduction of £125 per annum for board, 
lodging, etc. Six months’ appointment Applica- 
tions, stating age. qualifications, experience nd 
enclosing copies of two recent testimonials, to the 
Group Secretary (6991) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 15 


\ 
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Orthopaedics—contd. 


PEACE MEMORIAL HOSPITAL, Watford Herts 
(208 beds) 


ORTHOPAEDIC HOUSE SURGEON 
(with certain Casualty Duties) 


rea FRCS Ene 
ny ‘ is) 
Ih 
at 
Pos H \ tion 
wit } to 1 Admin 
ROYAL BUCKINGHAMSHIRE HOSPITAL 


Aylesbury 


HOUSE OFFICER 


in A femt and Ort Ta’ Surecry and Child 
ren’s r FRCS Pre- 
reris practition nvited 
to two mt testin 

to S S 


WORCESTER ROVAL INFIRMARY (213 beds) 


HOLSE SURGEON 
(Pre-registration or otherwise) 


for Ort acd Der tm t. req } mid-January 
Post recog ¢d for F.R.C.S. examinations App 
ations tary (7049 


BAKSET GENERAL HOSPITAL 
Welihowse Lane, Barnet, Herts 


RESIDENT HOUSE SURGEON 
Department of Orthopaedic Surgery 


Pre-t post. va t January 10. 1957 
Detaiicd tw recen 
testimon ou Secretary (Pr. 622 


BIRKENHEAD HOSPITAL MANAGEMENT 
COMMITTEE 


General Hospital, Birkenhead (174 beds) 
HOUSE SURGEON 


for Orthopacd und ENT fut (approved for 
FR.CS. exam.) Tenat fc six montt from 
March } s nd nt re-registered practi 
tion A ’ week, sting post and 
bospita!l, age, qualif ns, experi with cop 
of tw yit nials, to § 1 abe 
Commit St. Ja H Birken 
Pr.6965) 


EPSOM DISTRICT HOSPITAL 
Dorking Road, Epsom, Surrey 


RESIDENT HOUSE SURGEON 
required January 19 for Orthopaedic. E.N.T 


tye Departments Pre-registration post 

cations. stating age, qualifications nd expericr 
with pies of two recent testimonials, sh 

sent immediately to Group Secretary at above 
address (Pr.6885) 


ROYAL ALEXANDRA INFIRMARY, Paistey 


HOUSE OFFICER (Pre-registration) 


required Orthopacdix and Fracture Unit 

Pos w becon vacant n Febenar 957 

Applic to Group Medical Superintendent 
(Pr ?) 


PAEDIATRICS 


QUFEN ELIZABETH HOSPITAL FOR 
CHILDREN AND THE MOTHERS HOSPITAL 
(S.A), Hockney 


PAFIMATRIC REGISTRAR (Non-resident) 


Vacant March 1 Experience in discases of 
en essentia Arpointment subject to review 
fier on ir Application forms from Secretary 


N.E. Metropolitan Regional Hospital Board, tla 
Portiand Place, W.1, to be returned by January 
«7148 


MANCHESTER REG TONAL HOSPITAL BOARD 


South hester H.M.C. 


The Roard invit ipplications from registered 

practitioners for the post of 
REGISTRAR (Paediatrics) 

(residemt or n lent) at tt Duchess of York 
Hospital for B int M ! 7 Dutie 
ndan th Chut-ra mm Jenartment 
a Post rovides 
tunit f and rch DCH t 
MRCP. an Applications 4g 
presen st x snd th “AN tw 
referees, to forwarded to the Group Sect 


Withington Hospital, Manchester, 20 (6996) 


BRITISH MEDICAL JOURNAL 


NORTH-EASTERN REGIONAL HOSPITAL 
BOARD, 


Applications ar nvited from medical practi 


ef t 
SENIOR REGISTRAR 
M t t Hos 
Sick ( { Aberd Ex 
1 nd he 

Ivanta \ t t watt 

th ! secs ) 
1 j 

J ary. 1, Al Pia 
\ T m further parti ma be 
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BIRKENHEAD HOSPITAL MANAGEMENT 


COMMITTEE 


Children’s Hospital, Birkenhead (64 beds) 


app DC.H. exam 
dex ienc » Surgery Medicine 
I tor six months 
March | 7, and open to pre-regist 
tioners week, stat 
spita alifications, cxper 
tw testimonials t Secret 
Committ James Hospita Birk 


UNITED LEEDS HOSPITALS 
Ihe General tafirmary at Leeds 


PAEDIATRIC REG 


equired from March | 9 Duties ncerned 
with Wa Out-patient, and Cast ty Work 
General Infirmary at Leeds, and sion 
fut with and ailing infants at th 
Mat ty Hospital at Leeds Th ass 
ted he University Departmen of Pacdia 
( H th Apt zp a 
j 1 t ns and m 
h dates her wit hr r for 
to t sen t Sub- De Ss M 
Leeds, 2, not ter than January 7 ‘ 


MOSELEY HAIL HOSPITAL FOR CHILDREN 


DURHAM HOSPITAL MANAGEMENT 


COMMITTEE 


Dryburn Hospital, Durham (303 beds) 


HOUSE PHYSICIAN 
for Paediatric Unit of 42 beds 


Approved pre gistration appointment and recog 
nized for DCH Post vacant February 1, 1957 
Appl with names and address two ecs 

Group Secretar Dryburn Hospital, Durham 

(Pr.7004) 


PORTSMOLTH GROUP HOSPITAL 


MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital 


HOUSE OFFICER (Paediatric and Medical) 


Alcester Road, Birmingham, 13 (65 beds) ration acant Jar 16 
Applications, staung ag xp we and qualifica- 
SENIOR HOUSE OFFICER (Paediatric) ns, ther with the names of tw ces, 
\ ane Jan ary 19° t n csi ch ward n s nossible 
fent R en d for DC with ree H Hurst. St Mary's Milton Road 
testimonials. to Secretary. Birmingham (Scily Oak) Portsmouth (Pr os74) 
Hospital Management Committee, Oak Tree Lane 
Birmingham, 29 (7994 
THE UNITED BIRMINGHAM HOSPITALS PATHOLOGY 
The Children’s Hospital, Ladywood Road, | THE UNITED SHEFFIELD HOSPITALS 
Birmingham, 16 | 
| ations imvited 
SENIOR HOUSE OFFICER (Casualty) SENIOR REGISTRAR IN. CLINICAL 
required mience duty on M h 71. 19 | PATHOLOGY 
Previous surgica xneric Forms of | Posse n fication desira but 
ar ma t obtained from th Hous t ntr is tor ne 
G ind s d returned hin t th s e viewed a ally 
January 12, 19°°..-G 4 Ph Secretary t th } it has t ] t veen the Board 
R ! Governor (723 | f Governors of n ed Sheffli 1! Hospitals and 
the Shefficid Regiona He spit B the 
VICTORIA HOSPITAL FOR SICK CHILDREN t end for the will 
Park Street, Holi t sfactory w« 
! Shefficid Hosp tals nd 
RESIDENT SI NIOR HOUSE OFFICER at present the Der 4 
required as from February 18, 195 he office: cies ei 
appointed w pers it H Staff nd with th 1amcs ee 
be in char the ¢ ty Department Salary es. should | not la than January §, 
and molument 1 jing to Nationa Scales 1957, to th Chief Administrativ Officer the 
4 th testimonials, should be sent t United Shefficid Hospitais, West Street, Sheffield, | 
the H S ta (6758) 
CENTRAL MIDDLESEX HOSPITAL MID-GLAMORGAN HOSPITAL 
Park Royal, N.W.10 MANAGEMENT COMMITTEE 
RESIDENT HOUSE OFFICER Neath General Hospital. Neath (412 beds) 
required in Pacd Department Post-registration 
appointment ed for DCH Appointment Applications ar r the post of 
from February 1957 Applications, with twe SENTOR HOL SE OFFIC ER (Pathology) 
testimonials cal Director by January § in the Group Path gical Laborator based on 
1957 (7146) this hospital This laboratory is modern and 
particularly equipped and ix under the full 
PONTYPRIDD AND RHONDDA HOSPITAL time super f the ¢ Consultant Patho- 
MANAGEMENT COMMITTEEF logint h is cor for all major 
diplomas lications, givi full details and 
Fast Glamorgan Hospital, Church Village. sear naming two referees, to be addressed to the Group 
Pontypridd (316 beds and large O.P. Dep age" Secretary of the C mmittee, 8. Wind Street. Neath 
Committee's Base Hospital serving populs of J 
174,000. Recognized for M.R.C.0.G., D.R.C ‘0. G.. 
F.R.C.S.. DAD 
HOUSE OFFICER (Paediatrics) — 
1. 1957.  Agolications PHYSICAL MEDICINE 
tating az qual and experience, together 
with pies of two recent testimonials, to be sent ROYAL MARSDEN MOGPETAL, 
the Group Secretary, Courthouse Street. Ponty- Fulham Road, S$.W. 
id (6978 
ASSISTANT MEDICAL OFFICER 
SOUTHAMPTON CHILDREN’S HOSPITAL in the Department of Physical Medicine in the 
(Recognized by Conjoint Board for D.C.H.) grade of Part-t -time Medical Officer. One session 
. » week App on a form to be obtained from 
HOUSE OFFICER the House Governor, not later than January 9 
required Post vacant end of January. 1957 Total 1957 (7031) 
establishment of three residents Salary, etc as 
nationall sdvogated Ap copies 
of testimonials t be sul > 
the Secretary Southampton Group Hospita! | 
Management Committee, Bullar Street, Southamp PLASTIC St RGERY 
ton ‘ WORDSLEY HOSPITAL, near Stourbridge 
HALIFAX GENERAL HOSPITAL (425 beds) | 
j RESIDENT DENTAL HOUSE OFFICER 
HOUSE PHYSICIAN (‘S.H.0.) 
required for Pacdiatric Unit of 35 beds Approved required to Regional Plastic Surgery Centre Ex- 
pre-rea@istration appointment and recognized for — rien m jaw injuries an advantag Post ap- 
DCH Post vacant February 1, 1957 Apply to for Dental Fellowship vtions to 
the Group Secretary, Royal Halifax Infirmary | tet Secretary, Guest Hospital, Dudle Worcs. 
(Pr.7158) (9985) 


|_| 
| 
| _| 
| | 
| 

— | 
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BIRMINGHAM GROUP 9 HOSPITAL | ST. MARY’ HOSPITAL, Wa 
PSYCHIATRY MANAGEMENT COMMITIEE 
NORTH-WEST METROPOLITAN REGIONAL Applications § are for the whole-time 
HOSPITAL BOARD WHOLE-TIME J... M. 0. post of 
| for mental deficiency group ot 1,358 beds. Scope SENIOR REGISTRAR 
CONSULTANT PSYCHIATRISI for training in modera treatment methods. Recog- | to the Diagnostic Radiological Department 
four or five half-days a week (one evening session used f DPM. Resident (sing wccommoda of St, Mary's Hospita i appointment is for 
pee Portman Clinic, 8 Bourdon Strect. | f uly) non Applicauions, with | a first period of tweive months, with effect from 
D Stre Wl Clink y is d with wu names Md addresscs referees, wo Sccretary M h 9s Remuneration to be at “* Semor 
id weatment of ad 1 childre ; h Ha Hos 4 eshill, Birmingham, as | gistrar rates Appications, stating savionality, 
‘ ‘clinquents and other social problem SOON aS Poss | ite { birth _permanen address, qualifications 
hese cids with ak s and National Health Service 
t Pret F will t given 1 andidates with | 605 (Mental) beds together names and addresses of three 
analytical taining Clinics may be visited by | JUNIOR HOSPITAL MEDICAL OFFICER reter cach Alan Powditch, House 
direct apr at Application forms biainable | required revious psychiatric experience advis Governor than January 18, (7150) 
fron and Secretary, North-West ul not essenual candidate has good 
Met itan Regional Hospital Board, Ia, Port- | rience. Facilities for study for D.P.M ST. MARY'S HOSPITAL 
land P W.1. bef February 6, 195 (7147) | £775 by £50 to £1,075 Residential 
| dation will be made available at Diaby Applications are invited for the post of 
AMENDED ADVERTISEMENI Whitley Councii terms REGISTRAR 
NORTH-WEST METROPOLITAN REGIONAL | to the Diagnostic Radiological Department 
HOSPITAL BOARD | qualifications and experience, with names of two | Possession of the Diploma in Radiology 
referees. to Gror Secretary, Devon Mental Hos- sscntial The appointment is for a firs: period 
ANT CHILD PSYCHIATRIST | pital Management Committee, Exminster Hospital, | of twelve months, with effect from March 11, 1957 
spital Medical Officer grade, two half- | near Exeter. as soon as possible (7083) Remuneration tw be at Registrar rates 
week (on day) Hertfordshire Child | Applications, stating nationality, date of birth, per- 
ix Service Candidates may visit by | St. LUKE'S MOSPITAL MANAGEMENT manent address, qualifications (with dates), detalls ; 
app mt with the Medical Director, Child | COMMITTEE and National Health Service gradings of previous 
i il! Sans plica- “ nd present pointments, together with the names 
Secretary. North-West Metropolitan Regional Hos- Applications are invited for the post of Alan Powditch, House Governor, not later than 
lia, Portland Place, W.1, before | JUENTOR HOSPITAL MEDICAL OFFICER January 15, 1957 
1987 (7148) | (Resident) 
| Salary scale £775 by £50 to £1,075 per annum LEEDS REGIONAL HOSPITAL BOARD a 
ST. MARYLEBONE HOSPITAL FOR Flat (furnished or unfurnished) availabie The 
PSYCHIATRY AND CHILD GUIDANCE post in the first instance will be tenable for a SENIOR REGISTRAR IN RADIOLOGY - 
48, Cosway Street, N.W.1 period of four vears and is renewable Facilities at the General Infirmary at Leeds (7 notional hall- / 
yn t t for tt > f for all forms of psychiatric work are available days per week), and the County Hospital, York : 
ications are pom ind a Regiona! Training Scheme icading to the (4 notional half-days per weck) \nplications, 
hild for D.P_M. (Durham) is in operation. Previous experi- stating age. qualifications, details of present and 
. ence of psychiatric work is not essential Appli- previous appointments (with dates), togcther 
we ad cations. statir qualifications, and appoint the names and addresses of three referees, to the 
aperience uld Guidance Application rms | ments he'd, also the names of referees Secretary, Joint Registrars Committee, Park P 
obtainabl from, and returnable t& Secretary to aould & reased to the Physician Supcrinten- Harrogate. by January 18. 1957 ~ . 
ment Committ Harrow Road. W.9, by January | { 
16, 1 C12) | BOARD OF MANAGEMENT FOR THE ROYAL | RADIOTHERAPY 
BROMHAM HOSPITAL, near Bedford ROYAL MARSDEN HOSPIT 
(434 beds f tal defectives) and 60 at Annex NERVOUS DISORDERS - ae 
‘or menta efectives) an a Fulham Road, S.W.3 
near Sandy Applications are invited for the appoinmment of 
SENIOR HOUSE OFFICER App! ore 
pli ons are invited for a full-time appoint- 
REGISTRAR IN PSYCHIATRY to work in the Professorial Unit of the Jordan aa of ° 
required (resident) H tal may be visited by burn Nerve Hospitz which is attached tw the REGISTRAR 
direct app intment with the Medical Si perinten \ niversity Department { Psychological Medicine in the Radiotherapy Department from March, . 
dent Cphone Oakicy 295) _App cation bh rms ob This post also inc udes out-patient and in-patient 1987 Salary £850 per annum Candidates not 
tainable from, and returnable to, Secretary _ Bed work at the Roya Infirmary Edinburgh Accom holding a Diploma in Medical Radiology will be 
ford Group Hospital Management Commuttee, 3 modation ma _be avaiable Applications, giving considered, especially if they have a higher quali- 
Kimbolton Road, Bedford (8763) fication in medicine or surgery Forms of appli 
ererees, wins wo CKS ation are obtainable from the House Governor 
LELDsS REGIONAL HOSPITAL BOARD appearance of this advertisement to the Group to whous with the of 4 
Secretary and Treasurer, 40, Colinton Road, Fdin ats b be 9 
SENIOR D bureh, 10 (7204) three referees, shoulg be sent by January 
Person appointed will be under trang at the 4 
Leeds University Department of Psychiatry and “ul 
Associated Clinics, and will have experience at the RADIOLOGY RHEUMATOLOGY 
Local Authority Child Guidance Department and —- ——_—-— . 
at a Special Schoo! for Malad sted Be vs, OXFORD REGIONAL HOSPITAL BOARD Al 
cations, stating age, qualifications, details of presen . Tapiew, enhe 
and previous appointments (with dates), together CONSULTANT RADIOLOGIST (Part-time) = 
with the names and addresses of three referees. to for cight sessions a week, to the Aylesbury , High REGISTRAR . 
the Secretary, Joint Resistrars Commitice Park Wycomt Arca Department of Radiology. Duties required to the Special Unit for Research in i 
Parade, Harrogate, by January 18, 195 (7120) mainity at High Wycombe War Memoria! Hospital Juvenile Rheumatism Post offers scope for those 
and Amersham General Hospital, and the success- nterested in Research, Pacdiatrics, Rheumatology 
SOUTH-EASTERN _ooey HOSPITAL ful candidate will be required to live in this arca w Cardiology Application forms from, and ° 
BOARD, Scotian Applicants must hold a recognized Diploma in y = to, Secretary, Windsor H.M.C., Alma 
pore Radiology f ications. 12 copie stating nam Road, Windsor, by January 6 (HS09) 
to the Royal Edinburgh Hospital for Mental | 43. Banbury Road. Oxford, not 
Nervous Disorders. The hospital, which is linked SURGERY 
“ . ater than January 26, 195 (6859) 
with the University Department of Psychological 
Medicine and includes the professorial unit in & SOUTH-WEST METROPOLITAN REGIONAL SHEFFIELD REGIONAL HOSPITAL BOARD 
e ypital, Offers exceptiona - HOSPITAL BOARD 
clinical work, teaching, and — - PART-TIME CONSULTANT GENERAL 
tenure of the post oppor- PART-TIME RADIOLOGIST (S.H.M.O. Grade) a RGEON 
n t duty and training at required for 4 half-days per week in the West for three notional {days per weck. required for 
Region may be avail able under Dorset Group of Hospitais The dutics of the the Rotherha thos spital, Doncaster Gate, Rother- 
arrangements made between the South-Eastern Re appointment will include regular visits to th ham Application forms and further details from 7 
gional Hospital Board and the University Depart- Yeatman Hospital, Sherborne, and residence im | Senior Administrative Medical Officer, Shefficid 
ment of Psychological Medicine Single accom- the Dorchester area sa condition of the appoint Regional Hospital Board, Old Fulwood Road, Shef- 
modation is available Applicants must hold a = a py sen but applicants ficid. Forms to be. returned by January 19, 1957 
Yinioma in Psychological Medicine or a_ higher may visit the hospitals by arrangement with the (6260) 
medicine. The hospital may te Group Secretary West Dorset Group Hospital 
visited by arrangement with the Physician Super- Management Committec, Damers Road, Dorchester. - 
imtendent Apply, giving particulars of age, quali- Applications (7 copies). stating age. qualifications IMPORTANT : All intending applicants 
fications. and previous experience, together with experience, and names and addresses of three seed Ravine r 
the names of three referees. to the Secretary, 11 referees, should be sent to the Area Secretary should read the revi NOTICE at 
i Drumsheugh Gardens, Edinburgh, 3. by January 12 Highcroft.” Romsey Road, Winchester, by Jan top of page 15 
(7226) vary 18, 1957 (7121) 
at: iff, Dublin, 
Branches Birmingham, Bristol, Cardiff, 


Glasgow, 
nchester, Newcastle 


ovisio ON 


CAL INSURANCE AGENCY LTD. 


Hon. Secretary - 


MEDI 


M 

Chairman Henry Robinson, MD, DL. ILY Y REQUIREMENT 

| Featon, CBE, MD. A. ON, W.C.! suit AN 

SE, TAVISTOCK S@., LONDON, pouicies TO 
} B.M.A. HOU Telephone Euston 603! (7 lines) ubstanti weer ice 


s TO MEDICAL AND DENTAL CHARITIES 


ALL SURPLU 
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| 
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Surgery —contd. 


N.£. METROPOLITAN REGIONAL HOSPITAL 
BOARD 


SURGICAL REGISTRAR 
(Non-resident, sear bovpital) 
Whipps Crom Hospital, Leytonstone, 
R FRCS 
SURGICAL REGISTRAR (Resident) 
Herts and tesex General Hospital, 
Bishop's Stortturd, Herts 
ived for FRCS 
SURGICAL REGISTRAR 
(Revideat or son-resident. part-furnished flat avail 
able) liertford County Hospital, Hertford 
j 


MANCHESTER REGIONAL HOSPITAL BOARD 
South Muaachester H.MLC, 


Applications a 
practitioners f st 
RESIDENT SURGICAL OFFICER 

(Registrar Grade) 


ed from registered medica 


at Wyther awe ta The post will includ 
respon ty for General Surgical and Gynac 
logica beds nd gn by the K 
Surgeon Ar stating are 
qua)if nt post ‘ nd 
of two r the Gr tary. Woithing 
ton Hoss Manchester, 2 (704 


MANCHESTER REGIONAL HOSPITAL BOARD 


SURGICAL REGISTRAR (R.S.0.) 
Post vacant Rochda Infirmary Apply at on 
t Group S tary Centra Offices Birch H 
tlospital, Rochda (7041 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Salisbury Group Hospital Management Committee 
Applications are invited for the appointment of 


RESIDENT SURGICAL OFFICER (Registrar) 
at Salisbury Genera! Hospital. Post vacant March 


1. 19587 Further details and application forms 
obtainable from. and should be returned to, Group 
Secretary Odstock Salisbury by 
January 9 7089) 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR, GENERAL SURGERY 

Fast Glamorean Hospital, Church Village. near 
Pontyprid4 16 beds). Committee's Base Hospital 
serving 174.000 population Also expected serve 
ether hospitals within Group Hospital recognized 
for F R.CS Subject to review end of first year 
Application forms from SAMO Temple of 
Peace, Cathays Park, Cardiff, within 14 days 


WANSTEAD HOSPITAL 
Hermon Hill, Loadow, (191 beds) 


Applications are invited for @ newly created 
appomment of 
SENIOR (RESIDENT) HOUSE OFFICER 
Salary {745 per annum, les SO per annum for 
board residence The post in des the care of 
Gencral Surgical and Orthopacd wes and dutics 
Casualty Department Application is being 
for this post to be recognired for th 
FRC S(Eng) examination Applications, «tating 
age, qualifications and experience, together with 
copies f two recent testimonials, should be sent 
immediately to Secretary, Forest Group 
Lanethorn Road (6810) 


GENERAL HOSPITAL. Chester te-Street 
(204 beds) 


SENIOR HOUSE OFFICER (General Sorgery) 


Post vacant February 1. 1957 Apply. with 
mames and addresses of two referees, to Group 
Secretary Drvburn Hospital Durham 707) 


ISLE OF WIGHT GROUP HOSPITAL 
MANAGEMENT COMMITTLE 


St. Mary's Hospital, Newport, 


SENIOR HOUSE OFFICER (Salary £745) of 
HOUSE OFFICER for pre-registration service 
(ealary £425 to £525, according to experience) 
required a, House Surgeon Post c 
FRCS Vacant January 23 Married accom 
modation if required Applications, with names 
of two referces, to Hospital Secretary as soon as 
possible 


te sized for 
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PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and bast Cornwall Hospital, 
Greenbank Road, Plymouth 


SENIOR HOUSE OFFICER IN SURGERY 


Va Fet I ; Recognized for the 
Arthur R h Gi p Secretary 
Ne's G Stok Phy mouth “ 


SOLTH SHIELDS GENERAL HOSPITAL 


TWO HOUSE SURGEONS 
(Pre-registraiion, first of second posts) 

or SENTOR SURGICAL HOUSE OFFICERS 

‘accerding to experience) 


Required mid-January, 1957 omprises 
tw visiting Consultants a R ud vo 
Hous Posts re y Royal 

ewes ns to Medica mtendent 
(6771 


STOCKPORT INFIRMARY (163 beds), Stockport 
Applications are invited for the post of 
SENIOR. POUSE OFFICER 
(Assistant Resident Surgical Officer) 
(General and Orthopaedics) 
vacamt January 22, 1957 The post is 
for the FRCS Applications statir 
experience and qualifications, together 
of tw testimomals, to | addressed the - 
retary Stockport and Buxton Hospital Manage- 
ment Committee. ‘9B. Shaw Heath, Stockpor 
7179 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Thornaby Hospital, Stockton-on. Tees 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Surgery) 


at the above hospita The appointment, which 
falls vacant carly in January, 1957. is recognized 
for the F.RCS Applications, stating age, quali- 
fications and experience, together with two names 
for referen should be addressed to the Hospital 
Secretary (6591) 


THE GUEST HOSPITAL, Dodley (154 beds) 


SENIOR HOUSE OFFICER (Surgical) 
Post now vacant Apply Group Secretary, Guest 
Hospital, Dudicy, Worcs (6114) 


THE LEICESIER ROYAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical 
for a new Casualty Department. Vacant January | 
Duties will consist of six months as Senior House 
Officer in General Surgcry and six months 
Casualty The post is recognized for the F.R.CS 
Applications, stating and qualifications 
gether with copies of recent testimonials, to the 


Group Secretary, No 1 Hospital! Management 
Committee. The Leicester Royal Infirmary, imme 
diatcly 16295) 


UNITED MANCHESTER HOSPITALS 
Manchester Royal Infirmary, Manchester, 13 


SENIOR HOUSE OFFICER (Sargical) 

To commen n March 12, 1957 Wh time. 
mainiy non-resident training post, tenab for six 
months, renewable for a second six months. Dutics 
allotted in Surgical 
Surgical Units in tation 
nights for abont three months when 
to Orthopacdix nit Application form 
: from the undersiencd. to be returned 
by January 12, 1957.—G. H. Taylor. Secretary 


FULHAM AND KENSINGTON HOSPITAL 
MANAGEMENT COMMITTEE 
Qualified medical practi¥oners, including pre 
registration candidates, are invited to apply for 

the following vacancies: 

Fulham Hospital, St. Dunstan's Road, 

Hammersmith, 6 

HOUSE SURGEON (two vacancies) 
Appointments recognized for FR.CS Appoint- 
ments commence February |. 1957, are resident, 
and are limited to six months Applications by 
January 8 1957, on forms obtainable from the 
Hospital! Secretary (7162) 


AMERSHAM GENERAL HOSPITAL 


RESIDENT HOUSE SURGEON 
required immediately. This appointmen in a busy 
general hospital (inctuding 136 acute beds—six resi 
dents) affords excellent expcric Post recognized 
for F.RCS examination Pre-registration appli 
cants considercd Apply. with names of two 
referees, to Sccretary. (713) 


Dec. 29, 1956 


BANBURY. OXON, HORTO™ GENERAL 
HOSPITAL (163 beds) 

HOUSE SURGEON 

qwired end « January for nera 

Pre-registrat 

ther residents 

Active surgical 


gynaecological § beds 


BEDFORD GENERAL HOSPITAL (439 beds) 
HOUSE SURGEON 


? cations, with cop.cs 
nt testimonials, to Group Secretary 
i ford 


CLWYD AND DEESIDE HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Alexandra Hospital, Rhyl (138 beds) 


Applications are invited from pre-registration or 
registered medica| practitioners for the post of 
HOUSE SURGEON 
Post vacant February 1, 1957 Recognized for 
FRCS Applications. with two tcsumonials, to 
b sent immediately to Group Secretary, 
Rhianfa,” Russell Road, Rhy 


ESSEX COUNTY HOSPITAL, Colchester 
(185 beds) 
Applications invited for post of 
HOUSE OFFICER (Sargical) 

First, second, third or pre-registration post, ten- 
able for six months Recognized for FRCS 
Applications, with ypies of three testimonials, to 
Group Secretary, Colchester H.M.C., 14, Pope's 
Lane, Colchester, Essex (7188) 


HULL (A) GROUP PUSPITAL MANAGEMENT 
COMMITTEE 


Hull Roja! tafirmary 


Applications are invited for the post of 
HOUSE SURGEON 
(Vacant January.) Recognized for F.R.CS 
Necional salary scale and conditions. Six-monthly 
appointment, terminable by one month's notice 
either side Applications to the Hospital Secre- 
tary (691s) 


MID-GLAMORCAN HOSPITAL 
MANAGEMENT COMMITTER 


Bridgend General Hospital, Quarelia Road. 
Bridgend (281 beds) 


Applications are invited from pre-registration and 
qualified medical officers for the post of 
HOUSE SURGEON 
Appointment available February 1, 1957, and ten- 
able for six months This hospital is recognized 
he FRCS. and approved by the Genera! 
Medical Council for pre-registration service un 
Section 2 of the Medical“Act, 1950 Applications, 
naming two referces, to be addressed to Group 
Secretary of the Commitice, 8, Wind Street, 
Neath. (7214) 


MID-GLAMORGAN HOSPITAI 
MANAGEMENT COMMITTEE 


Neath General Hospital, Neath (412 beds) 


Applications are invited from pre-regis'ration and 

qualified medical officers for the post of 
HOUSE SURGEON 

Appointment available February 1, 1957. and ten 
able for six months This hospital is recognized 
for the F.R.C.S. and approved by the General 
Medical Council for pre-registration service under 
Section 2 of the Medical Act. 1950. Applications 
naming two referees. to be addressed to the Group 
Secretary, 8. Wind Sreet, Neath (7212) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotiey Bridge General Hospital, Shotley Bridge. 
Co. Durham (557 beds) 


Applications are invited for the following resi- 
dent post, which is recognized for pre-registration 
purposes 

HOUSE SURGEON 

Salary £425 to £525 per annum according to ex- 

perience Deduction of £125 per annum for board, 

lodging. etc Six months’ appointment Pogt 

recognized for R.C.S Applications, stating age 

qualifications, experience, and enclosing copies of 

two recent testimonials, to the Group Secretary 
(6992) 


— 
ad 
n ent 
under d r Apply 
ag mationality, qualifications, and names 
| — tw {ee » the Secretary 6782) 
required. P ‘ 1 for 
FRCS. Post offers exceptiona portunities for 
A f year gener x n t ical units 
Application forms from Secretary, Ila, Portland ; Enq of two 
Pia WW eturned t January 19 rec 3. Kim- 
149) (S74?) 
| 
! 
| 
| 
| 
| | 
| 
| 
70) — 
| 
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29, 1956 


Surgery—contd. 
NOTTINGHAM GENERAL HOSPITAL 


RESIDENT PRE-REGISTERED or REGISTERED 
HOUSE SURGEON 


required carly Janua App.ications, stating 

Quaiithat n and expericnce togcther w 1 copies 

of testimonials, to be sent to G sp Secretary 


ORMSKIRK COUNTY HOSPITAL 467 beds) 
Wigan Road, Ormskirk, Lancs 


These posts, tenable for six months, ar aporoved 


pre n 
NWO HOUSE SURGEONS (General) 
ONE HOUSE SURGEON (Ortho, and ELN.T.) 


Terms conditions nm accordan 
with Muinists f Health Regulations Sa.at £425 
t num lire t xm 
App t st n dal @ 
nd ht nam jor n 
should | forwarded to the ndersigned at abov 
address Beck. Group Secretary ISS 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


fast Glamorgan Hospital, Church Village, aecar 
Pontypridd (316 beds and large O.P. Department. 
mittee’s Base Hospital, serving population of 
Recognized for M.R.C.0.G.. D.R.C.0.G.., 
DAD 


FOUR HOUSE OFFICERS (Surgery) 


1 commence February 1 195 (To include 
duties at Porth and District Hospital.) Applica 
thons Stating age qualifications and xpericnce 
together with copies of tw recent testimonials, to 
be sent immediately t the Group Secretary 
Courthouse Strect, Pontypridd (6929) 


ROYAL CORNWALL INFIRMARY, Truro 


(212 beds) 


Applications are invited trom pre- of post-regis- 
tration candidates for the post of 
HOUSE SURGEON 
General Surgery, which falls vacant on January 1, 
i987 Applications, stating ag nationality. quali- 
fications and experience, together with copies of 
two recent testimonials, to be addressed to the 
Hospital Sccretary, Royal Cornwall Infirmary 
Truro (7091) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (313 beds) 
HOUSE SURGEON 
to the Senior Surgcon. Vacant January 1 Appili- 
cations, with copies of two testimonials, to be 
gem to the Group Secretary (7184) 


STAINES GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Ashford Hospital, Ashford, Middlesex (560 beds) 


RESIDENT HOUSE OFFICER (Male) 
required for genera! surgical and medical duties 
Six months’ appointment Not suitable for pre- 
registration candidates Applications, stating age, 
qualifications and experience, with copies of up 
to three recent testimonials, to Medica! Director 
of Hospital immediately (6908) 


VICTORIA CENTRAL HOSPITAL (135 beds) 


Applications are invited for the following 
resident appointments, which fal] vacanteéon March 
1. 1957. and wil! be for a period of six months 
These posts are approved as pre-registration 
Posts 

TWO HOUSE SURGEONS 
Salary £425 £525 per annum according to experi- 
ence, fess £125 per annum for board, lodging. etc 
Terms and conditions of service in accordance 
with the regulations of the Ministry of Health 
Applications, giving details of ag nationality 
qualifications and experience together with the 


names of three persons for reference. to the 
Administrative Officer. Victoria Central Hospital, 
Liscard Road, Wallascy, Cheshire (7238) 


VICTORIA HOSPITAL, Romford, Essex (99 beds) 


RESIDENT HOUSE SURGEON (Male) 
required from January 17. 1957 (Post not 
approved for pre-registration purposes.) Applica- 
tions should be forwarded immediately to the 
Secretary Romford Group HM.C., Oldchurch 
Hospital. Romford (6766) 


BETHNAL GREEN HOSPITAL 
Cambridge Heath Road, London, E.2 


HOUSE SURGEON 
pre-registration required immediate vacancy 


Applications, with two testimonials, to Hospital 
Secretary (Pr 6946) 


BRITISH MEDICAL JOURNAL 


HACKNEY HOSPITAL, Londoa, E.9 
(General 841 beds) 


Applica ns for thé six months’ resident appoint- 
ment 
PRE-REGISTRATION HOUSE SURGEON 
vacant January 16 post recognized tor F.R-C.S.) 
1 ich the S ary above address b 


4 quotine HH HS Pr.6954 


HACKNEY HOSPITAL, London, 
(General 841 beds) 


Applications are invited for the six months 
sident appointmenr from ebruary | of 
PRE-REGISTRATION HOUSE SURGEON 
(Second post) 
(Recognized for and should reach the 
Secr ry, above address, by January If quoting 
HH,HS (Pr.7134) 


MILDMAY \TESSION HOSPITAL 
Austin Street, London, E.2 


Applications are inviicd for the following pre- 
registration post 


RESIDENT HOUs! SURGEON 


Vacant February 1, 1957 Candidates should be 
in sympathy with the evanectical aims of the 
hospital Anpiications and = references to be 
addressed t the Medical Superintendent as soon 
nossible (Pr 


BARNSTAPLE, NORTH DEVON INFIRMARY 
(105 beds) 


HOUSE SURGLON (Pre-registration) 
Post vacant carly January Applications to 
roup Secretary, North Devon H.M.C., 19, Alex 
Road, Barnstaple (Pr. S887) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Iofirmary, Blackburn 


HOUSE SURGEON 
required on February 1, 1957. Post recognized for 
FRCS ind approved for pre-registration § pur- 
Doses Apply to Group Secretary, H.M.C. Office 
Roval Infirmary. Blackburn (Pr.7123) 


BOARD OF MANAGEMENT FOR INVERNESS 
HOSPITALS 


HOUSE OFFICERS (General Surgery) 
required from February 1, 1957 (a) Raigmore 
Hospital (408 beds), one post. (b) Royal Northern 
Infirmary (222 beds). two posts Pre-registration 
posts Applications, giving names of two referees 
to Group Medica! Superintendent, Roval Northern 
Infirmary, Inverness, by January 10, 1957 

(Pr.7231) 


BOOTLE HOSPITAL, Liverpool, 20 


Applications are invited for a post as 
HOUSE SURGEON 
The post will be vacant from January 1, 1957 
and is recogmzed for pre-registration § service 
to Secretary, Walton Hospital, Liverpool, 9 
(Pr Tint 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Poole General Horpital, Poole, Dorset 


HOUSE SURGEON (Pre-registration) 
required The post, which becomes vacant on 
January 7, 1957. is recognized for F R.CS. and 
FRCS. (Edin) Applications to the Hospita 
Secretary (Pr.7102) 


BOURNEMOUTH & EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Victoria Horpita!, Shelley Road, 
Bournemouth 


Applications are invited for the appointment of 
GENERAL HOUSE SURGEON 

which is now vacant Favourable consideration 
will be given to suitable applicants for subsequent 
House Physician appointments The appointment 
is recognized for the F.R.C.S. examination and 
for pre-registration purposes Applications to the 
Hospital Secretary (Pr 6864) 


CAMBRIDGE, ADDENBROOKE’S HOSPITAL 


HOUSE SURGEON 
for 6 months from February 14. Recognized pre- 
registration service Apply. stating age. nation 
ality, qualifications, and experience (with dates) and 
copies of three testimonials, to Secretary by Jan- 
uary 12 Interviews January 23 (Pr.7124) 


CANADIAN RED CROSS MEMORIAL 
HOSPITAL, Taplow, near Maidenhead 


HOUSE SURGEON 


required for post vacant January 31 Preference 


given to persons secking pre-registration post 

Applications, stating age. qualifications (with dates) 

with copies of two testimonials, to Secretary 
(Pr.6812) 


CENTRAL WIRRAL GROUP 


Clatterbridge Hospital, Bebington, Cheshire 
(819 beds) 


HOUSE OFFICERS 


for pre-registration posts, six months commencing 


March 1, 195 General Surgery fou posts 
Salary according to f vious posts held \pr 4 
tion forms, obtamabie from Huospita S etary, 

be returned a8 as possiblc 175) 


CHESTER ROYAL INFIRMARY 
Applications are invited for the post of 
HOUSE SURGEON (General) 
vacant February 11, 1987. Recognized tor FRCS 
ind pre-registration service Applications, giving 
tull details, together with the names and addresses 
ft two referees, should be forwarded to the Hos 
pital Secretary Pre 6070) 


DARLINGTON MEMORIAL HOSP.TAL 
(208 beds) 


Applications are invited for the pos otf 
RESIDENT HOUSE SURGEON 
(approved Pre-registration appointment) 
which post is recognized for the FRC SAEng) 
Salary in accordance with National scale Apply, 
iving a and references, to the undersigned forth- 

vith.—-G. Beckwith, Group Scecretary 
(Pr. 699%) 


DRYBURN HOSPITAL, Durham (303 beds) 
HOUSE SURGEON 


Approved pre-registration post and recognized 


under the F.RCS regulations Post vacant 
February 1 1947 Apply. with names and ad 
dresses of two referees, to Group Secretary, Dry 
burn Hospital, Durham (Pr 7005) 


ENFIELD GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Chase Farm Hospital, Enfield, Middlesex 


RESIDENT HOUSE SURGEON 

(Approved pre-registration, first or second post) 
Vacant February 2, 1957. Duties with a general 
surgical unit Post recognized by the Royal Col- 
of Surgeons Six months appoimtmert 
Applications, with names and addresses of two 
referees, to the Group Secretary at Chase Farm 

Hospital, The Ridgeway, Enficid, Middlesex 
(Pr 6985) 


GENERAL HOSPITAL, Chesterte-Street 
(204 beds) 


HOUSE SURGEON 
Approved) pre-registration = post Post vacant 
February 1, 1957 Apply. with names and ad- 
dresses of two referees, to Group Secretary, Dry- 
burn Hospital, Durham (Pr 7008) 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 


County Hospital, Louth, Lines (15 beds) 


HOUSE OFFICER SURGICAL 
Applications are invited for this pre-registration 
post. which falls vacant January § next Appli 
cations giving full details together with = th 
names of two referees, should be addressed to th 
Hospital Secretary (Pr. 2095) 


HUDDERSFIFLD HOSPITAL MANAGEMENT 
COMMITTEE 


Huddersfield Ro)al tatirmary (312 beds) 
HOUSE SURGEON 


required, to commence duties on January 23 957 
The post is recownized as a _ pre-registration 
appointment and for the FRCS Salary in 
accordance with National scales Applications, 
together with copies of three recent testimonials 
to be addressed to the undersigned as soon as 
possible H. J. Johnson, Secretary to the Manage- 
ment Committee, the Royal Infirmary, Hudders- 
field. (Pr 7191) 


HULL GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston General Hospital, Hull (419 beds) 


HOUSE SURGEON (Pre-registration post) 
Resident. and tenable for 6 months This post 
includes Gynaccology. EN.T. and General Sur- 
gcry Vacant carly February Applications, with 
two recent testimonials, to the Hospital Secretary 
(Pr 7125) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 15 


= _ 

| 

| 

| 


20 
Surgery —contd. 
IPSWICH AND EAST SUFFOLK HOSPITAL 
Anclesesn Road Wing (356 beds) 
ted r th 
HOL SE SURGEON 
-.R.C.S 
s 
IPSWICH AND EAST SUPPOLK HOSPITAL 
Heath Road Wing, Ipswich (274 beds) 
Ar 
HOUSE SURGEON (Pre-registration) 
to G The pox \ st t! 

KENT AND SUSSEX HOSPITAL 
Tunbridge Wells (303 beds) 
PRE-REGISTRATION HOUSE SURGEON 
‘male of female) 

tw cnt t 
S Pr 698 


LINCOLN COUNTY HOSPITAL (200 beds) 


\ t * afe imvited r the pre-registra 
HOLSE SURGEON 
t ra j f six month 
ni an e f wed 
a s f u Phys 
\ nw full ya 
t Howkk G 


MAELOR GENERAL HOSPITAL, Wrexham 
(S91 beds) 


nvited for the post of 


Applications are in 
HOUSE SURGEON 


at th t ta mmence duties on 

Fet ) The ap tment is d 
for th of FRCS. (Eng nd | 

and n post App tating 

i an x with 

t mt testimonia to cent 

the G Secretary, M rt General Hospital 


NEW MARKET GENERAL HOSPITAL 


Applications are invited for the post of 
SE SURGEON 


vacant D tics include surgica 
hous fs surgical, E.N.T. an i 
nila for six months 
j gistra n Ar ations ‘ 
testimonials t the Medica 
rimiendent (Pr 


NEWPORT AND FAST MONMOUTHSHIRE 
GROUP 


PRE-REGISTRATION HOUSE SURGEONS 
POSTS 


R Gwem H I, Newport (266 

hed 10 residents). Thr s, all recognized 
rPRCS St s Hos Newport 379 
t On st R 1 for FR.CS 
t 4 res rts) Iw 
pref A. Jones, Gr Secret 
Road, N t. Mon Pr.6592 


NORTHERN IRELAND HOSPITALS 
AL THORITY 


Fermanagh County Hospital 


HOUSE SURGEON 


required early Janwary 1987 Approved pre- 
regis nm post ffering experience in General 
ery EN.T and Midwifery Applications 
ait nary s for ret n as Possible ft 

the Se tary. Fermanagh County Hospital, Ennis- 
kilien, N. I and Pr 6942) 


PEACE MEMORIAL HOSPITAL, Watford, Herts 
(208 beds) 


Applications are invited for the post of 
HOUSE SURGEON 


at th abov hoxpital This is a pre-registration 
post and is recognized for F R.CS. Salary accord 
ing t he N_HS. Scale Applications. with copies 
ol cemt testimoniais to the Admunistrator 


(Pr 6382) 


JOURNAL 


BRITISH MEDICAL 


SOUTH DEVON AND EAST 
GENERAL HOSPITAL GROUP 


PLYMOUTH, 
CORNWALI 


South Devon and East Cornwall Hospital, 
Freedom Ficids, Pty mouth 


HOLSE SURGEON 


Pre-r tration Vacamt January 1. 1987 
RK {/ for t FRCS Arthur R Cash 
ary Nelson Gard Stoke 
(Pr.618 


PRESTON HOSPITAL 


HOUSE SURGEON 
Pr ation appointmecn vacamt in Januar 
7 Preston Hospi yneside firmary 
\ ns mes of tw a, t 
Group Secretary, Preston Hospital, North Shicids 
Pr 


RUYAL INFIRMARY, Blackburn (262 acute beds) 


HOUSE St RG EON 


required for January 2 post recogr 
FRCS. and approved tor pre-registration 
purposes App ations to Sc tary, Office 
Roval Blackburn Pr 683 


ROYAL SOLTH HANTS HOSPITAL (278 beds) 


RESIDENT HOUSE SURGEON 


required beginnine February Pre-registration can 

Jutates ‘ Applications with copics of 
C t testimonials, s d be forwarded to Group 

Secretary thampton G Hospital Manag 


m Committee. Bullar Street. Southam n 
(Pr. 7064B) 


KUSH GREEN HOSPITAL, Romford, Essex 


(301 beds) 


Ri SIDE NT HOL SE _(General Surgery) 


quired m J Post is u- 
niz for pre-registration purposes and tor 
‘RCS App ations should be forwarded imme 
fiately ¢ Medical Superintendent, statin also 
name f tw t (Pr 656 


ST. MARY'S HOSPITAL, Easthourne 


HOUSE st FON 


Pre-registration post vacant December ( 
Anpl details and referenc Group 
Secretary 29. Bedfordweil) Road, East rm 

(Pr. 7103) 


ST. RICHARD'’S HOSPITAL (400 beds) Chichester 
Group Hospital Management Committce 


mwo 
equired tor Gen ail Sureecry tor six mix 
n the first instan Posts vacant January 


HOU SE St RGEONS (Pre-registration) 


nths niv 


tions, stating qualifications and expericnc« 
riving names of tw persons from whom refercn 
may be biained. should be sent t the Surgeon 


“SALISBURY HOSPITAL MANAGE 
ENT COMMITTEE 


Satisbury General Hospital 


Applications are invited for the appointmen 
RESIDENT HOUSE SURGEON /HOUSE 
PHYSICIAN 
to run consecutively in this order from Februar 


19, 195 vw a period of six months in cach post 
Post op to gistration candidates Apply 
naming two referces, to Group Secretary, Odstock 
Hospital. Salisbury (Pr 6866 


SOUTH SHIELDS, INGHAM INFIRMARY 


HOUSE SURGEON 
(Pre- or second post) 


Rea j ) 195 Clinic comprises 
two visiting n tants a Registrar and tw H 
Surgeons Post recognized by Roval Collercs 
Applications to House Governor and Secretary 

(Pr.6722) 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 
West Middlesex Hospital, Isleworth 
General Surgica} Unit Post vacant February 9 
1987 Applications to Group Secretary, West 
Middlesex H« spital, Isleworth, by January 8 
(Pe.7138) 


INFIRMARY 
Unit 32 beds) 


STAFFORDSHIRE GENERAL 
Stafford (175 beds—Recovery 


HOUSE SURGEON 

Vacant December 26 At 
ena of term of service the successful applicant wil! 
be considered for appointment to a pre-registration 
post of House Physician if he or she has not held 
such an appointment Applications to Group Sa- 
retary, Staflord HM.C., 13, Foregate Street 
Stafford (Pr.6051) 


Pre-registration post 


Dec. 29, 1956 


- 


SUTTON & CHEAM HOSPITAL 


Cotswold Road, Sutton, Surrey 
HOLSE SURGEON 
(Approved fer Pre-registration Service) 
Vacant January A tions, stating age, 
exper an i with ss of recent 
imonals. and t names of tw ecs, should 
be sent to the S$ tary at at address r.7127) 


TEESSIDE HOSPITAL MANAGEMENT 
COMMITTEE 


North Ormesby Hospital, Middlesbrough 


Application mvited for the appointment of 
HOL SF OFFICER (Sergery) 
at the above-named hospital The appotntment, 
which is gnized for the F.R.C.S. examination 
and pre-registration service t nder the Medical 
Act, 195¢ wi become vac ant early in the New 
Year Applications details. and giving 
wo names for reference h suld be addressed to 
H tal S tar (Pr 6820) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 
Stockton and Thornaby Hospital, Stockton-on-Tees 


are invited for the appoinument of 
‘Hot SE _OFFICER (Surgical) 


Applicat 


at the ab hospita The appointment, which 
falls ant early in January 1957. is recognized 
for pre-registration service under the Medical Act, 
1950 Applications, stating |f details and giving 


two names for reference, should be addressed to 
the Hospital Secretar (Pr.6890) 


TILBURY & SOUTH-EAST ESSEX HOSPTLAL 
MANAGEMENT COMMITTEE 
Tilbury & Riverside General Hospital 
lilbury Branch, Tilbury, Essex 


Applications are invited for two posts of 
RESIDENT HOUSE SURGEONS 

at the above hospital The hospital, within casy 
ach of London, has an active Consultative Ovwl- 
Paticnt and Casualty Department and a surgical 
nit of 74 beds, where cxceptional opportunities 
cxist for wide experience in acute surgery, E.N T. 
und gynaccology The posts are gnized under 
the Medica] Act pre-registration purposes, aad 


suitable candidates are invited to apply The posts, 
recognized by the of Surgeons, 
become Vv early 7. and may be 
f wed Rear Physician posts 
in the G > Applicat gether with copies 

n than thre momals, should 
be f to the G. t Whyte, 
Group §$ tary, Th Grays, Essex. 


(Pr.6867) 


TORBAY HOSPITAL, Torquay (166 General beds) 


RESIDENT HOUSE OFFICER (Surgical) 


mak r female; required ap mat middle 
of January 37. Post gnized for F.R-CS. and 
pre-registration purposes There is a complement 

f six Resid H Officers Ap sitions, 
stating qualifications, nat ality. and ag together 
with copy testimonials (quoting reference F.95S /74), 
to the Group Se tary. Torquay District Hospital 
Management C ion mittee, Torbay Hospital. Torquay, 
S Devon Pr 6244) 


HOSPITAL, Wrexham 


ds) 


WAR MEMORIAL 
QM 


Applications are invited for the post of 
HOUSE SURGEON 


at the dbove hospital, t nmence duties on 
February 1. 1957 The appointment is recognized 
for the Diploma of F.R.C.S Ene. and Edin.), 
and is a p gistration post \ ations, stating 
nationalit qualifications 1d experier with 

pies of tw mt testimor s t semt to 


r General Hospital, 
(Pr 6840) 


the Group 
Wrexham, as soon as possib 


WEST DORSET GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


HOLSE SURGEONS (Male or Femate) 
required for two resident posts vacant carly Feb- 
ruafy 1987 (a) Dorset County Hospita Dor- 
chester (109 beds) (b) Weymouth and District 
Hospital, Weymouth (124 beds) Both appoint- 
ments are recognized for F.R.CS. examination, 
and approved for pre-registration service Appli- 
cations, stating age and qualifications, together 
with copy testimonials, to Group Secretary. West 
Dorset M.C.. Damers Road, Dorchester. Dorset, 
immediately (Pr 6653) 


WEST HERTS HOSPITAL 
Hemel Hempstead, Herts 


HOUSE SURGEON (Pre-registration) 
required Applications, giving full details and two 
names for reference. should be sent to the Hos 
pital Secretary as soon as possible (Pr.6648) 


| — 


Dec. 29, 1956 


Surgery—contd. 


WIGAN AND LEIGH HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Albert Edward Iofirmary, Wigan 
THREE HOUSE SURGEONS 
(Pre-registration posts) 


Leigh Iofirmary 
HOUSE SURGEON (Pre-registration post) 
Vacant carly January Applications, with names 
two referees, to the Secretary, Knowsley House 
Wigan (Pr.6986) 


THORACIC SURGERY 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Regional Thoracic 


Surgery Se 


Applications are invited for the post of 
REGISTRAR IN THORACIC SURGERY 


with dutics mainly at Broadgreen Hospital and 
also at Aintree and other hospitals Candidates 
should have had wide experience in General Sur- 
gery The post will provide opportunities for 
training in ali branches of Thoracic Surgery, and 
is tenable from April 1, 1957 Forms of applica- 
tion from. and to be returned to, Dr. T. Liovd 
Hughes, Senior Administrative Medical Officer, 
Liverpool Regional Hospital Board, 19, James 
Street, Liverpool, 2. to be received not later than 
January 12. 1957. -Vincemt Collinge, Secretary to 
the Board (7190) 


PUBLIC HEALTH 


READVERTISEMENT 
ADMINISTRATIVE COUNTY OF LONDON 
METROPOLITAN BOROUGH OF 
WANDSWORTH 


COMBINED APPOINTMENTS OF DEPUTY 
DIVISIONAL MEDICAL OFFICER AND 
DEPUTY MEDICAL OFFICER OF HEALTH 
OF WANDSWORTH 


The London County Counci] and the Metro- 
politan Borough Council of Wandsworth invite 
app.ications from registered medical practitioners 
holding a Diploma in Public Health for the com- 
bined appointment of Deputy Divisional Medical 
Officer of the County Council's Heaith Division 9 
comprising the Metropolitan Boroughs of Batter- 
sea and Wandsworth, and Deputy Borough Medical 
Officer of Health for Wandsworth, Remuncration 
will be in accordance with the formula for mixed 
appointments approved by Committee “C™ of 
the Medica} Whitley Council and lying within the 
range of £2,028 to £2,368 Commencing salary 
within this range will depend on the points on 
the constituent scales at which the two authorities 
respectively place the successful candidate These 
two scales are: Deputy Divisional Medical Officer 
£1.675 by £55 to £2,005; and Deputy Borough 
Medical Officer of Health £1.910 by £105 to £2,120 
by €55 to £2,175 Full particulars of the com- 
bined appointments and application forms may be 
obtained from the Clerk of the London County 
Council (W 1), the County Hall, Westminster 
Bridge. London, SE 1 Completed forms should 
be returned by not later than first post on Monday 
January 14 19457 (2406) (6892) 


HULL (B) H.M.C. 
Castle Hilt Hospital, Cottingham (near Hull) 


JUNIOR HOSPITAL MEDICAL OFFICER 


(resident) to work in Major Thoracic Surgery Unit 
Accommodation available for single person only at 
present, The Unit has S0 beds for all types of 
thoracic surgery, including tuberculosis and non 
tuberculosis, oOcsophagea!l and cardiac Application 
forms from Group Secretary, De la Pole Hospita! 

(7128 


Willerby, East Yorkshire ) 


LONDON CHEST HOSPITAL 


Hospitals for Diseaces of the Chest 


A vacancy occurs March 1, 1957, for 
RESIDENT SURGICAL OFFICER 


Appointment for six months, with prospect of 
renewal. Post graded as Senior House Officer or 
birth, qualifications (with dates), and previous 
surgical experience, Applications, stating date of 
birth. qualifications (with dates), and previous 
appointments held, with copics of three testi- 
monials, shou'd reach the undersigned not later 
than January Thomas Brown, House Governor, 
london Chest Hospital, E.2 (7185) 


SOUTH-EAST REGIONAL THORACIC 
SURGERY UNIT (50 beds), Brook Gereral 
Hospital, Shooters Hill Road, S.E.18 


SENIOR HOUSE OFFICER 

Vacant mid-January Recognized for 
Six months’ appointment, and may then be 
‘renewed for a further period. The Unit treats all 
types of Chest Diseases and offers opportunity for 
comprehensive training in Thoracic Surgery Apply 
to Group Sceretary. Memorial Hospital, Woolwich, 
‘S.E.18 (7139) 


BRISTOL AND COSSHAM/FRENCHAY 
HOSPITAL MANAGEMENT COMMITTEE 


TWO SENIOR HOUSE OFFICERS 


required in the Thoracic Surgery Department 
which is the Regional Thoracic Surgery Centre 
4120 beds) for the South-West. Applications, with 
full particulars, should be addressed to the Group 
Secretary Frenchay Hospital. Bristol. quoting 
Thoracic.” (6369) 


MIDDLETON HOSPITAL, Ukley (430 beds) 


‘RESIDENT SENIOR HOUSE OFFICER (Surgical) 
required for Major Thoracic Surgical Unit at the 
above hospital Applications, stating age, nation- 
ality, qualifications and experience. to Hospital 
Secretary (70004) 


QMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 15 


CITY AND COUNTY OF 
KINGSTON-UPON-HULL 


ASSISTANT, MEDICAL OFFICER 


Applications are invited from registered medical 
practitioners, preferably holding a Diploma in 
Public Health, for the appointment of Assistant 
Medical Officer for duties in the Maternity and 
Child Welfare, School Health, and other Local 
Health Authority's services Salary scale £1.050 
by £50 (3) by £88 (5) to £1,475. plus essential user 
car allowance. Particulars of the appointment and 
forms of application may be obtained from the 
Medical Officer of Health. Guildhall. Kingston- 
upon-Hull, to whom completed application forms 
must be returned not later than January 7, 1957 

(6783) 


CITY AND COUNTY OF 
KINGSTON-UPON-HULL 


DEPUTY MEDICAL OFFICER OF HEATH, 

DEPUTY PRINCIPAL SCHOOL MEDICAL 

OFFICER, DEPUTY PORT MEDICAL OFFICE 

OF HEALTH, MEDICAL INSPECTOR OF 
ALIENS 


Applications are invited from duly qualified 
medica! practitioners for the appointment of 
Deputy Medical Officer of Health for the City 
to be held in conjunction with the appointments 
of Deputy Principal School Medical Officer, 
Deputy Medica! Officer of Health (at Hull) to the 
Hull and Goole Port Health Authority, and 
Medical Inspector of Aliens under that Authority 
Applicants must hold the Diploma in Public 
Health. and the possession of additional degrees, 
diplomas or academic distinctions will be con 
sidered an advantage. Salary scale £1,700 oer 
annum, rising by two annual increments of £105 
and one of £55 to a maximum of £1.965 per 
annum, plus “ Essential User” car allowance 
Particulars of the appointment, and forms of appli- 
cation. may be obtained from the Medica! Officer 
of Health, Guildhall, Kingston-upon-Hull, to 
whom completed application forms must be 
returned not jater than January 7. 1957 (6784) 


COUNTY OF LINCOLN—PARTS OF HOLLAND 


APPOINTMENT OF DISTRICT MEDICAL 
OFFICER OF HEALTH AND ASSISTANT 
COUNTY MEDICAL OFFICER OF HEALTH 


Applications are invited from persons qualified 
in accordance with the Sanitary Officers (Outside 
London) Regulations, 1935 and 1951. for the full- 
time joint appointment of : (a) Medica! Officer of 
Health for the Rural District of East Elloe. (b) 
Med‘cal Officer of Health for the Rural District 
of Spalding. (c) Medical Officer of Health for the 
Urban District of Spalding. (d) Assistant County 
Medical Officer of Health The salary wil) be 
determined at the time of the appointment accord- 
ing to qualifications and experience on a scale to 
commerce between 11.696 2s. 8d. and £1,852 10s 
per annum, rising t& not less than £2.001 Os. 4d 
A travelling allowance will be paid on the 
approved scale Application forms, with particu- 
lars of the appointment, may be obtained from 
the County Medical Officer of Health, County 
Hall. Boston. to whom they should be returned 
by January 14, 1957.--H. A. H. Walter, Clerk of 


the County Council. (7159) 


CITY OF BIRMINGHAM 
Public Health Department 


PART-TIME SPECIALIST ANAESTHETIST 

Applications are invited for the appointment of 
a part-time Specialist Anaesthetist to work im the 
Maternity and Child V/elfare Dental Service for 
two sessions per week Duties will be concerned 
with the giving of anaesthetics for denta) extrac- 
tions to expectant and nursing mothers ang young 
children under the age of S years. Preference wei 
be given to applicants who hold the DA. of 
similar higher qualifications Remuneration will be 
at the rate of 4 guineas per session Applications 
which should include details of age. qualifications 
and experience, togcther with the names of three 
referees, should be submitted to the Medical 
Officer of Health, Public Health Department, Con- 
ereve Street, Birmingham, 3, not jater than January 
12. 1987 (6973) 


COUNTY BOROUGH OF MERTHYR TYDFIL 
Applications are invited from male registered 
medical practitioners for the post of 
SENIOR ASSISTANT MEDICAL OFFICER OF 
HEALTH AND SCHOOL MEDICAL OFFICER 
Applicants must possess the Diploma in Public 
Health and have had previous experience in Schoo} 
Health, Maternity and Child Welfare, and gcneral 
Public Health work. The person appointed will be 
responsibic, under the direction of the Medical 
Officer of Health, for carrying out administrative 
and other duties in all sections of the work of the 
Health Department, and must be capable of 
assuming full responsibility tor the Department 
when necessary The appointment is whole-time 
and the successful candidate will not be allowed to 
cngage In private practice The appointment wil! be 
terminable at any time on three months’ notice, in 
writing, on cither side The successtul candidate 
will be required to pass a medical examination for 
Superannuation purposes Salary: £1,475 by four 
annual increments of £55 to £1.695 (commencing 
sa.ary to be determined by experience at the dis- 
crevion of the Local Authority) There is no 
Deputy Medical Officer of Health on the staff 
Forms of application and further information may 
be obtained from the undersigned and must be 
returned, giving names of three referees, by Satur- 
day. January 12, 1957 Signed) T. H. Stephens, 
Medical Officer of Health and Principal School 
Medical Officer Departmemt of Public Health, 
Town Hall, Merthyr Tydfil, Glam (7010) 


COUNTY BORUUGH UF West 


MEDICAL OFFICER OF HEALTH. CHIEF 
WELFARE OFFICER AND PRINCIPAL 
SCHOOL MEDICAL OFFICER 
The Council invite applications for the above 
post from genticmen who hold the qualifications in 
accordance with she Local Government Act, 1933, 
and the regulations made thereunder. The salary 
will be £1,960 per annum, rising by four annual 
increments of £55 and one increment of £50. to 
£2.230. together with a car allowance The 
Council have adopted the Conditions of Service 
agreed by the Medical Council of the Whitley 
Councils for the Health Services. Full particulars 
and form of application may be obtained from the 
undersigned, and applications must reach me not 
later than January 14, 1957. Envelopes should be 

endorsed “Medical Officer of Health.””—J 
Day, Town Clerk, Town Hall, West Bromwich 
(7000B) 


DURHAM COUNTY COUNCIL 
Health Department 


ASSISTANT MATERNITY AND CHILD 
WELFARE MEDICAL OFFICER 

Applications are invited from registered medical 
Practitioners (female) Commencing salary £1,050 
per annum. rising by annua! increments of ¢€50 
and £55 to £1,475 per annum. Travelling expenses 
will be paid in accordance with Whitley Council 
scale. The appointment is subject to certain 
conditions, particulars of which may be obtained 
from the County Medica! Officer of Health. Shire 
Halil. Durham, to whom applications, together with 
the names of not more than three referees, should 


be sent not later than January 12. 1987 Can- 
vassing members of the Council is prohibited 
K. Hope. Clerk of the County Council. (6*86) 


MIDDLESEX COUNTY COUNCIL 
County Health Dept. 


ASSISTANT MEDICAL OFFICER (Whole-time; 
required initially in Area No. 7 (Ealing and Acton). 
Duties mainly for supervision of health of mothers, 
young children and schoolchildren D.P.H. or 
equivalent an advantage Salary £1,050, rising to 
£1,745 per annum Must. if required, act as 
Deputy Medical Officer of Health for one or other 
of the County Districts in the Area. Salary then 
as for mixed appointments. Established. pension- 
able. subject to medical assessment and prescribed 
conditions Application forms from Joint Area 
Medical Officer, Town Hall. Ealing, WS. to be 
returned by January 9 (quoting U.267 BM) Can- 
vassing disqualifies. 
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DIVISIONAL ADMINISTRATION OF THE 
PREVENTIVE MEDICAL SERVICE IN THE 
ADMINISTRATIVE COUNTY OF THE WEST 
RIDING OF YORKSHIRE, PUBLIC HEALIN 
DIVISION No. 3 (Keighley) 


APPOINTMENT OF MEDICAL OFFICER OF 

HFALTH AND SCHOOL MEDICAL OFFICER 

TO THE BOROUGH OF KEIGHLEY AND 

DIVISIONAL MEDICAL OFFICER 10 THe 
WEST RIDING COUNTY COUNCH 


Applications are invited trom registercd medicai 
wh must als be reagmtercd the 
Medicai Resister as the holder of a Diploma in 
Sanitary Science, Public Health. or State Medicine 
for th al mentioned appointment 


The effect of the mixed appomtment will be 
to sccur that the planning of the day to day 
xdministration and the executosa all Of practi 
cally all public health matters of the division will 
be n th hands of me person, the Divisiona 
Medical Officer of Health. locally \ Divisional 
Pubic Health Office with necessary staff will be 
ded Keighley The salary attached 
the post m as f ws: (a) For Medial Officer 
of Health duties, £920 rising by increments of 
£27 108. w £1,030. (b) For County Council duties 
i9N] Ss. rising Py increments f £31 Ss. (1) and 
6d. £1.253 2s. 6d In addition 
ther will be a trave ma and subsistence allow 
an at the rate of £1 ‘ innum The Borough 
of Ketehley an Excepted Dustrict under the 

mad uly hy Keighley Corporation and th 
the person appoiwted wi n 

be permitted t mae NM private practice Form 
of app sion and terms and conditions of service 
may t tained trom the ( mty Medical Officer 
ty Hall. Wakeficid, to whom completed form 
must t dei red a later than January 23, 19% 

Ca f members f the appormnting bodics 
di y r ind t'y will disqualify any candidat 
for the post H. W. Smith Town Clerk. J. Wood- 
Wilson, Medical Officer (7218) 


OVERSEA (Vacant) 


AUSTRALIA (BRISBANE). OPENING AVAIL- 
able with Pathology ‘Transfusion practice Experi- 
ence not essential £1,500 £2,000. plus private 


fees Box 3253, BMJ 


RADIOLOGICAL PRACTICE VICTORIA, 


Australia Provincial centre with 200-bed hospital 


drawing on area with 100.000 persons Incom 
excess £A10.000 per annum, expenses 50 Modern 
plant at valuation Attractive surgery suite and 
flat on rental Terms available —Niall & Coghlan 
Pry Lid 27, Collins Street, Melbourne, Australia 

(330) 


JUNIOR MEDICAL OFFICER 


A vacancy exists for a Junior Medical Officer at 
Havelock Mine, Swaziland. The commencing «alary 
i £1,240 per annum, plus a free house furnished for 
a sing man, and the two Mine Medical Officers 
are provided with a free car tor use on official duty 
The min s situated approximately 250 miles from 
Johannesburg. and has a healthy temperate climate 
The successful applicant will be responsible for hix 
fare to the mine Applications should be addressed 
to the Princinal Medical Officer. Shabanic Min 
Shabani Will applicants please state the ecarlics' 
date they are able to commence duties (7059 


CATHOLIC MISSION HOSPITALS. VACAN 
cies in East and West Alrica and India.—Apply 
Secretary, Damien 47, Fitzwilham Square 
Dublin 


GOVERNMENT OF HONG KONG 


GOVERNMENT PATHOLOGIST 


required for duties including vaccine production 
public health laboratory work, clinical pathology 
and post mortem work The post is a senior one 
and candidaics (who should be under 45 years of 
age) should possess qualifications registrable in th 
United Kingdom. a postgraduate Deerce or Dip 
loma in Pathology or Bacteriology, and have had 
five years experience in Pathology including 
bacteriology Appointment on contract for three 


years Emotuments: (a) Salary £2.325 a vear 
(hb) Expatriation pay £337 10s. a year c) Tem- 
porary variable cost of living allowance (present 
rates), single officers £127 a year, married officers 


without children £413 a year. married officers with 
children £696 a year (d) Gratuity (taxable) £250 
a year Free passages for officer, wife, sons under 
18 and daughters under 21. up to five passages in 
all when available, at rental not exceed 
me basic «alary Application forms from 
Director of Recruitment. Colonial Office, London 
S.W.1 (quoting BCD 117 41/025) (7220) 
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GOVERNMENT OF ADEN PROTECTORATE 


OPHTHALMOLOGIST 
required by Aden Protectorate Health Service, who 
will be based on Makhzan, Western Aden Protec 
torate, where there ts a developing base hospital 
and a health services training centre He wil 
however, be expected to spend about half his time 
on tour in both Protectorates, working in hospitals 
health units, im the field, and training sub-pro 


fessional staff in simple eye work Private prac 
tice ws allowed but will be very limited. Candidates 
Must possess qualifications registrable im United 


Kingdom, the D.O.MS. or equivalent and prac- 
tical experience Knowledge of Arabic an advan- 
tage Appointment on contract terms for four 
vears with gratuity (taxable) of £37 0s. for each 
comp'eted three months of = service payable on 
satisfactory compiction of contract Salary scale 
from £1,212 to £1,992 a year, starting point 
Jepending upon age and cxperience Following 
allowances also pavabic (a) Outfit allowance {60 
(b) Education in licu of passage entitte- 
mem for children between 8-18 undergoing full- 
time education in the United Kingdom (c) Pro- 
tectorate allowance of from £132 to £180 a year 
furnished quarters at low rental Income tax at 
local rates Free passages provided for officer 
wife and up to four children under age of 18 
Tour of service 18-24 months Generous home 
leave granted after cach tour Application forms 
from Director of Recruitment, Colonial Office 
Lonton, S Wot (quoting BCD 117/2 010). (7219 


HER MAJESTY’S OVERSEA CIVIL SERVICE 


MEDICAL OFFICER 
required in Sarawak to take charge of new 200 
bed mental hospital, now ncaring compiction, and 
supervise traming of subordinate staff n menta 
work Candidates must possess qualifications 
registrable in United Kingdom and have had at 
least ne year’s postgraduate hospital experience 
including mental hospital work Appointmem on 
permanent basis with pension (non-contributory) 
or from Na‘tonal Health Service when super- 
anguation rights (up to six vears) may be retained 
md a gratuity (taxable) of 20% of agerceate of 
salary on compiction of cngagcment is 
Salary scalc £1,176 to £1,988 a year In addition 
inducement pay is payable at rate of £252 to £334 
a year, plus education allowance of £140 a yea 
for up to two children between ages of $ and 17 
educated outside Sarawak, and a child allowance 


74 of basic salary (maximum £140 a year) fer 
married officers with dependent children under ag 
f 17 Partially furnished quarters provided. when 
ivailable. at low rental. Free passages for officer 
wife and up to three children under 18 years of 
ARC Income tax at local rates. Generous leave 


Application forms from Director of Recruitmen’ 
Colonial Office, London, S.W.1 (quoting BCD 
117 24 O08) (722 


HER MAIFSTY’S OVERSEA SERVICE 
Federation of Nigeria 


MEDICAL OFFICERS OF HEALTH 


required for administration of Public Health and 
control of sanitary matters, or if posted w sea 
Or airport the duties of Port Health Officer. May 
be required to perform gencra) dutics of Medica! 
and Health Officer and other duties in connection 
with epidemic diseases Candidates must possess 
medical qualifications registrable -in the United 
Kinedom and DP.H. Appointment may be made 
fa) on three years’ probation for permanent and 
pensionable employment Pension (non-contribu- 
tory) at rate of 1/600th of final pensionable 
emoluments for each completed month of reckon- 
able service (b) From National Heatth Service 
Candidate may leave but retain superannuation 
rehts up to six years and receive a gratuity (tax- 
able) of 20 f the agerceate of salary Salary 
for officer appointed under (a) or (b) ranges from 
£1 284 to £1.950 per annum, or (c) on short-term 
contract (two tours cach of 18-24 months) with 
salary of £1,536 to £2,286 and gratuity (taxable 
f £37 10s. for cach completed period of three 
months’ service (including Icave) Officer appoin 
ted under (a) of (c) is required to ntribute to a 
Widows’ and Orphans’ Pension Scheme Quarters 
at low rental Free return passages for Officer 
Return passages for chi'dren. to age 18 
provided this does not exceed cost of two adult 
return passages in any one tour of service. Chi'd 
ren’s (separate domicile) allowance of £75 a year 
for each child under 18. ceasing if children join 
parents in Nigeria. Income tax at low local rates 
Local leave permissible and generous home leave 
after each tour Application forms from Director 
of Recruitment, Colonial Office, London, S WI 
(quoting BCD 1117/14/07) (7222) 


OPPORTUNITY FOR RESIDENCY TRAINING 
for a limited number of Physicians starting Janu- 
ary. 1957. or July, 1957. Accredited for two years" 
training Salary ranee $400-$450-$500 a month 
For further information contact Jack A. Wolford, 
M.D.. Superintendeat, Hastings State Hospital, 
Ingleside, Nebraska 
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HER MAJESTY’S OVERSEA SERVICE 
\enya 


MEDICAL OFFICERS 


with qualifications registrable in United Kingdom 
required for gencral duties 

Successful candidates may be posted to any station 
in Kenya During carlier years of service an 
officer will be expected to carry out general medical 
and surgical duties, including varying amount of 
public health administration In most stations 
even if remote trom larger towns, it is possible 
to maintain interest in any particular branch of 
medicine or surecry tw which the officer is 
attracted 

Ihe work of every medica! officer is based on a 
hospital which may vary im sive and facilities from 
smal! district hospital, meeting needs of compara- 
tively primitive Community to laree and modern 
provincial hospital 

Appointments can be made on permanent basis 
with pension (non-contributory) oon short-term 
contract with gratuity (taxable) payable on satis 
factory compiction Service Norma! retiring age 
is 5S. Salary ranges from £1,284 to £2,115 a year 
starting poimt determined by experience Four 
extra increments given to successful candidates pos- 
sessing the FRCS. MRCP... D.P.H., of other 
approved h.eher qua tfications 

Permanent Medica! (Officers are cligible to be con- 
sidered at any time for promotion 10 super-scaic 
posts in Kenya and other territories in medical 
administration of, if they possess higher qualifica- 
ton and suitable experience, in specialist posts 

Quarters at rental varying from £30 to £78 a year 
according to size and type, and furniture at rate 
varying from £15 to £36 a year Free passages is 
both directions officer and wife and up to cos 
of one adult e for children Taxation at loca 
rates Annua! loca! leave permissible and gencrous 
home leave eranted after each tour of trom 24 to 
45 months Educational faciliues available 

Application forms from Director of Recruitment 
Colonial Office, Great Smith Street, London, 
(quoting BCD 117 02) (S217) 


NEW ROCHELLE HOSPITAL, New Rocheide, 
New York, U.S.A. 
(360-bed general community hospital) 


Approved by the Joint Commission on Accredita- 
tion of Hospitals Also approved by the American 
College of Surgeons and American Medical Associa- 
ion for Internship and Residency tramineg Only 
graduates of approved university schools accepted 
Internships available for the one-year term com- 
mencing July 1, 1957. Stipend is $200.00 per month 
plus complete maintenance Passage back two 
Engiand paid by hospital after compiction of |2- 
month internship (6087) 


RADIOLOGIST (Diagnostic) 

Required for Genera! Hospital (225 beds). Start- 
ina salary $10,000 with annual increments of 
$500.00 up to $12,000 Address inquiries to Super- 
intendent, St. Martha's Hospital, Antigonish, Nova 
Scotia, Canada (7207) 


RADIOLOGY RESIDENT WANTED. 400-BED 
general hospital Approved three-year programme, 
but will accept for one or two years. Start July 
1957 Resident salary $2,340 annually, with full 
residential emolumen:s Training includes diag- 
nostic and therapeutic radiology, also radioisotope 
work. pathology, and active cancer c!inic Super- 
vision two full-time diplomat radiologists Con- 
tact Registrar, Medical Education, the Jewish Hos- 
pital, Cincinnati 29. Ohio, U.S.A (7223) 


RECENT AND PROSPECTIVE MEDICAL 
graduates desiring outstanding Internships in the 
United States (stipend $250.00 a month plus room 
meals, ctc.), write Winchester Memorial Hospita! 
Winchester, Virginia, U.S.A (7208) 


SARNIA GENERAL HOSPITAL 
Sarnia, Ontario, Canada 


RADIOLOGIST 


required immediate!y as assistant to Director of 
Radiology Well established hospital. 265 beds 
Modern department Must be eligible tor certi- 
fication by Roval College of Physicians and Sur- 
geons of Canada in diagnosis Commiss:on basis 
with maximum of $15.000 per annum Age limits 
between 30 and 40 Write Administrator, Sarnia 
General Hospital, Sarnia, Ontario, Canada. (7156) 


UNITED HOSPITAL, PORT CHESTFR, NEW 
York, U.S.A 290 bed. fully approved, gencral 
hospital. offers one year rotating internship to 
graduates of approved medical schools period 
beginning July 1, 1957. Stipend $200.00 monthly, 
plus room and uniforms. Meals may be purchased 
at a nominal fee in the Hospital Cafeteria Ad- 
dress application to Administrator. United Hospital 
406. Boston Post Road. Port Chester, New York 
USA (701) 
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Third Collection ready 


THE DOCTOR'S HOSPITAL, New York, U.S.A. 
Applications invited for the following post: 
ONE RESIDENT OBSTETRICAL HOUSE 
OFFICER 


Duties wo commence Aprij |, 1987. The monthly 

salary will be $300 with free board, lodging. and FOR 

laundry Selected applicants will be cxpected to : 
sign a contract for ome ycar Return passage by 


boat or piane will be paid for by the Hospital. 
Oaly Post-registration graduates of British Univer- 
sities who bave done their military service of are 


exempt from will be considered Applxations, 
with copies of two recent testimonials, should be ; id 


sent to Box 3171, B.MJ., betore February 1, 1957 
CONTENTS 


UNIVERSITY COLLEGE HOSPITAL 
: Ibadan, Nigeria PSYCHIATRIC TREATMENT AND THE LAW HAEMOPHILIA 
TREATMENT OF GONORRHOEA HEAD INJURIES 
: SENIOR REGISTRAR AND REGISTRAR MEDICO-LEGAL ASPECTS OF ABORTION PREVENTION AND TREATMENT OF TETANUS 
j Department of Pathology HEART BLOCK ANTENATAL CARE " 
| The Board of Management invite applications 
from experienced medica! practitioners for the TREATMENT OF BURNS CHEST PAIN AND PLEURAL EFFUSION 
a appointments in the almost completed GALL-BLADDER DISEASE MISCARRIAGE 
caching Hospital which, it is anticipated, will b 
functioning carly im the new year The sataries RHEUMATOID ARTHRITIS TACHYCARDIA 
offered for the posts are: The Senior Registrar FRACTURES IN THE AGED MEDICAL ASPEC F i 
TS OF AIR TRAVEL 
per annum, rising Dy annual imere- 
ments tO a maximum of £1,596 en! annum The SERUM REACTIONS CO .VULSIONS IN CHILDHOOD 
Registrar, first year £1,164 per annum, second EXPOSURE TO HEAT AND SUNLIGHT RECURRENT BOILS . 
year £1212 per annum. An inducement allowance > 
is pavable to expatriate Officers of £300 per annum QUARANTINE AND ISOLATION PROLAPSE 
t for Senior Registrar and £270 per annum for LACERATIONS OF THE HAND LATE AND LATENT SYPHILIS 
5 Registrar The appointment will be initially tor 
i ne tour of twelve months and will be renewabic RHEUMATIC FEVER INJURIES TO THE BACK 
by mutual agreement. On satisfactory completion PEPTIC ULCER ANTICOAGULANT THERAPY 
of the agreement a eratuity f ¢37 10s. will b . 
paid for cach completed period of three months RESUSCITATION AFTER DROWNING HYSTERIA 
~ An outfit of is payable on ANAESTHETIC EXPLOSIONS CARCINOMA OF THE BREAST 
ws appointment artiy urmished quarters are 
provided at a rental of &} ot salary, excluding SURGICAL RELIEF OF PAIN APOPLEXY 
inducement allowance. A Nigerian Officer will be GLANDULAR FEVER TREATMENT OF ACCIDENTAL POISONING 
cligible for five days’ leave on full pay for cach IRREGULA A « 
completed month of service in Nigeria and ex ULAR VAGINAL BLEEDING DEATH CERTIFICATION o 
patriate officers will be eligible for seven days NEPHRITIS INTERMITTENT CLAUDICATION 
leave for cach completed month Free first-class 
passages to and from Nigeria are provided for DISSEMINATED SCLERO3IS MYXOEDEMA 7 
ate and wife Sout INTERPRETATION OF WOUNDS BREAST-FEEDING DIFFICULTIES 
yontme vara? cave and on completion o 
agreement Free first-class passages to "Nigeria TYPHUS GROUP OF FEVERS PYELITIS IN CHILDREN - 
will, in certain circumstances, be provided for non VERTIGO LEUCORRHOEA 
expatriate doctors Candidates will be eligible for 
children’s allowance im accordance with existing INTESTINAL WORMS SCROTAL SWELLINGS 
nts be DIAGNOSIS OF SMALLPOX INDIGESTION IN CHILDHOOD 
doctors to continue their ationa ealt ervice . 
Superannuation scheme contributions, and details ABDOMINAL HERNIA IN CHILDHOOD CORTISONE AND CORTICOTROPHIN a 
of the revised — and SCABIES AND LICE SPECTACLES 
cases wi accompany applicato fo ppii- 
cations should be submitted not later than January ACUTE OSTEOMYELITIS AND SEPTIC ARTHRITIS SUBACUTE BACTERIAL ENDOCARDITIS +5 
12, 1987, on the appropriate forms, which will be MENTAL DEFICIENCY THE ANXIETY-STATE nei 
forwarded. together with additiona) information 
on receint of an addressed foolscap envelope. by . 
: the Adviser on Staff Recruitment. London Office 
ersi olleve Ospita 3 87 
THIS VOLUME ALSO CONTAINS A CLASSIFIED CUMULATIVE 
: CONTENTS LIST OF ALL THREE VOLUMES OF . 
| UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES REFRESHER COURSE FOR GENERAL PRACTITIONERS e 
Applications are invited for the post of Demy 8vo. 548 pp., fully indexed. Price 25s. net. | 
SENIOR CASUALTY OFFICER (Medical) 
| been qualified for at least two years. Salary at 
: the rate of ¢€850 per annum, less a deduction of 
: £148 per annum for single accommodation and Available from booksellers, or by post from : 
: board. The appoimtment will be made on contract 
for ome year, and return passages will be paid Publishing Manager, 


for one person oniy Further information may be 

obtained from the Hospital Manager and Secre- British Medical Association, 

tary University College Hospital of the West 

Indies. Mona P.O., Jamaica, BWI. to whom | B.M.A. House, Tavistock Square, London, W.C.|I. 


application, stating age. nationality. details of 


qualifications, experience, together with the names 

and addresses of three referees or copies of three . 

recent testimonials, should be sent immediately Please supply : 
| (7205) 
... REFRESHER COURSE FOR GENERAL PRACTITIONERS 

UNIVERSITY OF QUFENSLAND, Australia 
Third Collection. Price 25s. By post: inland 26s. 6d., overseas 26s. 


MEDICAL RESEARCH FELLOW A remittance is enclosed forf£ : : 
Applications are invited from graduates in 
medicine for a Research Fellowship to undertake 
research into aetiological aspects of skin cancer 


Salary range £A1,700 £A2.300 per annum, with 

qualifications Appointment is initially for one (BLOCK LETTERS, PLEASE) 

year. renewable annually, subject to satisfactory 

work and to be reviewed at the end of three . 

vears Applications close on January 71. 1957 ADDRESS 
with the Registrar, University of Queensland 

Brisbane Further particulars (including method 

tary Association of Universities of the British 

Commonwealth, 36. Gordon Square, London, 
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UNIVERSITY AND RESEARCH 


APPOINTMENTS, etc. 


NORTHERN IRELAND HOSPITALS 
AL THORITY 


APPOINTMENT OF TL TOR /REGISTRAR 


Applications are invited for a whole-ume post 


as Tut Registrar in General Surecry at hospitals 
managed by th Bellast Hospita Management 
Committ for the period ending Scptember 40 
1947 Ihe appointment may be made in cither 
of two grades, viz Senior Registrar or Principal 
Registrar (the analogous grades in Great Britain 
being Registra und Semor Registrar and wil 

mide intiy by the Queen's University, Belfast 


and th Authority, and will involve teaching and 
other university duties as Senior or Principal Tutor 
Applications shou.d be made on a form which 
may be yotained (with further particulars) trom 
the Secre‘ary Northern Ireland Hospitals 
Authority, 44-46. Queen Street, Belfast, and which 
must be returned so as to be received not later 
than January 12, 1957 (7180) 


ST. GEORGE'S HOSPITAL MEDICAL SCHOOL, 
University of London, Hyde Park Corner, Lon- 
don, SW App ications are invited for the post 


in Patho'ory. The duties involve 
teaching, research and diagnostic work in hieto- 
pathology The present salary scale is £1,000 to 
0. and there are prospects of promotion 


a 
senior grad Applications should reach the 
Director of Pathology (rom whom further particu 


lars may be obtained) by January 26, 1957 
(70451) 


UNIVERSITY OF ABERDEEN 


Applications are invited for the post of 
ECTURER IN OBSTETRICS AND 
GYNAECOLOGY 
with clinical status im the Aberdecn§ Teachine 
Hospitals Salary £1,000 rising by £100 to £1,500 
with placing according to qua‘ifications and e¢xper- 
ence FSSt and children’s allowance Pro- 
portion of removal expenses refunded. Conditions 
of appointment and forms of application should 
be btained from the Secretary, the University 
Aherteen wth whom apolications (15 copics) 
should be lodged not later than January 11, 1957 
Appucanis ousid the British may submit 
cony yf ann ication (6944) 


UNIVERSITY OF EDINBURGH 


Applications are invited for the post of 
TECTURER 

in the Social Sciences Research Centre and the 
Department of Public Health and Social Medicine 
Applicants must have a medical qualification. and 
should be interested in the inter-relationship of 
Socia| Science and Social Medicine Salary scale 
i700 to £900; £950 to £1,350 per annum, with 
miacement according t qualifications and experi 
en and with superannuation beneclit and family 
allowance where app'icable Further particulars 
may be obtained from the undersigned, with whom 
applications givine the names of two referees 
should be lodecd not later than January 19. 1957 
Charics H. Stewart, Secretary to the University 
(7192) 


UNIVERSITY OF FDINBURGH 


are invited for 
RESFARCH FELLOWSHIPS 
in Biocyemistry, Chemistry, Enaginecring, Pharma- 
cology, Physics of Chemical Technology 

to which some appoin'ments will date from 

October 1, 1957 ‘tor earlicr in the case of selected 

candidates who may be availab'ec before that date) 

The salary will depend upon qualifications and 

experience. but will normally be within the rangc 

1600 £900 per annum. togcther with 

benefits and family allowance. Forms of app'ica- 

tion and further particulars may be obtained from 

the undersiencd Applications (two copics) <hould 

be submitted not later than February 16, 1957 

Charies H. Stewart, Sccretary to the University 
(7193) 


PFRSONAL 


HYPNOTISM. THE BRITISH JOURNAL OF 
MEDICAL HYPNOTISM. Quarterly, £1 Is. per 
annum Orders to the publishers, 4, Victoria 
Terrace, Hove. 3, Sussex 


NOTICES 


APPLICANTS ARE ADVISED NOT TO SEND 
original testimonials when replying to advertise- 
ments Copies will answer the purpose quite as 
well, and in We event of their being lost or mis- 
no inconvenience will ensuc 
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EDUCATIONAL AND LECTURES 


M.R.C.P. LONDON, Correspondence coaching 
course recently prepared by experienced tutors 
ncludes help with the clinical examination 

Write, J. Arnold, 189, Regent Street, W.1 


COURSES IN ADVANCED SURGERY 
An cvening Postgraduate Course in Surgery for 
the Fina! Examination of the F_R.C.S. will be heid 
at the London Hospital from March Il to April 
29. 1957 The course wil] be held on Monday 
and Wednesday ecvenings from 6.30 p.m. to 8 
pm., with the exception of Monday, April 22 


and will be limited to I8 students App.ications 
should be made to the Dean, from whom further 
Particulars can be obtained The fee for external 
candidates will be 16 guincas and for “ Old 
Londoners“ 10 guincas.—H B May, MD. 
FRC.P., the Dean, the London Hospital Medical 
College, Turner Street, E.1 (7166) 


POSTAL COACHING FOR ALL MED.CAL 
EXAMINATIONS. Examination successes 1940- 
1955: M.R.C P.Lond.. 234: F.R.CS Eng. Primary. 
18S; F.R.CS Eng... Final, 262: M. and D Obst 
RCOG., 312; 262; DC.H., 183; Univer- 
sity and Conjoint Finals, 751 Up-to date courses 
for the D.Lond.. M.R.C.P Edin.. F.R CS Edin 

F.F.A DPM Assistance with M D 
Thesis Prospectus, list of tutors, ctc., on applica 
tion to G. E. Oates. MD... MRC PiLond.). Uni- 
versity Examination Postal Institution. 17, Red Lion 
Square. London, W.C.1 Phone HOLborn 6313 


POSTGRADUATE STUDY. Diploma in Amies- 
thetics ; Dinloma in Psychological Medicine ; Dip- 
loma in Ophthalmology Diploma in Radiology 
Dip'oma Larvazology; Dip'oma Chi'd 
Health FRCS Ed. and ali Surgical Examina- 
tions MRCP Lond. and all Medical Examina 
tions. M.D. Thesis of a!l Universities ; Courses for 
al} qualifving examinations Complete Guide to 
Medical Examinations sent free on application 
Applicants should s‘ate in which qualification they 
are in‘erested Address. Secre‘ary. Medical Corre- 
spondence College. 19. Welbeck St.. London. W.1 


Dec. 29, 1956 
ROYAL COLLEGE OF PHYSICIANS OF 
LONDON 


Robert Merttins Bird MacKenna, Esq.. M.D... 
F.R.C.P., will deliver the Watson Smith Lecture 
on Thursday, January 10, 1957, at 5 p.m. at the 
College, Pali Mall East, S.W.1 Subject: Acne 
Vulgaris...” Any member of the Medical Profes- 
sion admitted on presentation of card.—By order 
of the President, Harold Boldero, Registrar 


UNIVERSITY OF GLASGOW 


HARRY STEWART HUTCHISON PRIZE 

A prize of the value of £45 will be awarded in 
1957 tw the author of a writing of writings cm- 
bodving original research work in a braach of 
medical science relating to children Candidates 
for the Price must be Graduates in Medicine of 
not more than 10 vears’ standing of any University 
it the Commonweaith En‘ries. which must be 
printed or typewritten, should reach the Clerk 
of Senate, the University, Glasgow, W.2, not later 
than March 30. 1957 (7206) 


SITUATIONS VACANT 


Biochemist, non-medical, baic grade, required 
for the Group Laboratory, Guildford Quali- 
fications, sa‘ary, etc as defined by the Whitley 
Council Applications, giving full particu'ars and 
names of two referees. to the Hospital Secretary 
St. Luke's Hospital, Guildford (7104) 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 


AVAILABLE 
Secretary, experienced dical work. hy. 
etc.. requires part-time employment Sidcup 
E'tham Chisichurst, Orpington area Free 


January |.-Box 43260, 


“ THE SCIENTIFIC 


School of Medicine) 


Hammersmith Hospital) 


BRITISH POSTGRADUATE 
(UNIVERSITY OF LONDON) 
BASIS OF MEDICINE” 
1956 
Second Term: JANUARY-FEBRUARY, 1957 


MEDICAL FEDERATION 


1987 


The following lectures, which are designed especially for research workers and specialists in training, will 
be delivered at The London School of Hygiene and Tropical Medicine, Keppel Street, W.C.1, on Tuesday 
and Thursday afternoons at 5.30 p.m. during the second term of the session 1956-57. Admission free without 


ticket 

Date Lecturer Title 
JANUARY 
Tues s Proressor Sir Sotty ZUCKERMAN, C.B., M.A... Biological Systems 


M.D., F.R.S. (Sands Cox Professor of 
Anatomy, University of Birmingham) 
Thurs. 10 Proressor G. HADFIELD, ™.D., 
(Director of Clinico-Pathological 
Laboratories, Imperial Cancer Research 


F.R.C.P, The Role of the Endocrine System in 
Breast Cancer 


Fund) 
Tues. 15 és Prorssor A. J. Lewis, M.D., Social Psychiatry 
(Professor of Psychiatry, Institute of 
Psychiatry) 
Thurs. 17 Proressor E. G. T. Lippett, M.a., MD Cajal and Sherrington 
(Waynflete Professor of Physiology 
University of Oxford) 
Tues. 22 Proressor H. Mecliwatn, D.SC., PH.D Neurochemistry 
(Professor of Biochemistry, Institue of 
Psychiatry) 
Thurs. 24 da Dr. E. J. Zamus, m.p., #.sc. (Reader in Factors Influencing the Action of 
Pharmacology, Royal Free Huspital Neuromuscular Blocking Sub- 


Stances 


Tues. 29 Proressor C. A. F.R.C.P. (Pro- Causes of Pain 
fessor of Pharmacology & Therapeutics, 
Middlesex Hospital Medica! Schoo!) 


Tues. $ os Dr. N. B. Myanr, p.m. (M.R.C. Experimen- Biliary Excretion of Thyroid Hormone 
tal Radiopathology Research Unit, 


Thurs. 7 as Dre. H. M. D.M., M.R.c.P. (Reader Vitamins in Nutrition 
in Human Nutrition, University of 
Oxford) 

Tues. 12 Mr. H. J. Seppon, C.M.G., D.M., F.R.C.S. Recent Work on Paralytic Polio- 
(Director of Studies, Institute of Ortho- myeclitis 
paedics) 

Thurs. 14 Dr. W. J. WHELAN, PH.D., D.SC., FRC. The Synthesis and Degradation of 
(Lister Institute of Preventive Medicine) Polysaccharides 

Tues. 19 = Dr. A. L. Greensaum, PH.D. (Reader in Bio- The Control of Fat Metabolism 


chemistry, University College, London) 


Thurs. 21 int Dre. Honor B. FELL, PH.D., D.SC., F.R.S. The Physiology of Skeletal! Tissue in 
(Director, Strangeways Research Labora- Culture 
tory, Cambridge) 

Tues. 26 ee Proressor J. B. DuGutp, M.D. (Professor of Arteria! Occlusion 
Pathology, University of Durham) 

Thurs. 28 os PROFESSOR H. GRUNEBERG, M.D., PH.D., D.SC., The Localization of Inherited Diseases 
F.x.8. (Professor of Genetics and Hon- imt y 
orary Director, M.R.C. Group for 
Experimental Research Inherited 


Diseases, University College, London) 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS 


To economize in paper, bookkeeping entries, and avoid delay, please send payment with the advertisement 


isement Director, 
“ British Medical Journal,” 
B.M.A. House, Tavistock Square, London, W.C.1. 


Members should include the word ** MEMBER “ undernes*h their signature. 


Drery will ba made to * Hospital and ** Small advertisements in the forth- 
issue provided t reach this office by not later than first post on the FRIDAY of the 


week preceding date of issue. 
Cancellation of advertisements cannot be accepted if received after 4 p.m. on the Monday prior 
to date of issue (issues affected by public holidays excepted). 


DO PLEASE WRITE ADVERTISEMENTS AND 
NAME AND ADDRESS CLEARLY IN BLOCK LETTERS 


Minimum charge £1 16s. for 4 lines (display rules 
counting as lines). 9s. a lins thereafter. 

Box number address forms part of the advertise- 
P ment and counts as 6 words (1 line) An additional 
Is. is charged to eover box fee and addressing and 


postage of replies. 

STUDENTSHIPS 
NURSING HOMES 
PRACTICES (Exec. Councils) J 

CES 7 

PARTNERSHIPS INSERTION 
ASSISTANTSHIPS th Box No. With name and address 
LOCUMS 12 words rh (minimum charge) | 18 words 18s. (minimum charge) 
PRIVATE BARGAINS “a. Hs. 3 


less 
DIETITIANS iN 
NURSES With Box No. With name and address 


HOUSEKEEPERS 12 words 23s. 6d. (min. charge) 18 words 22s. 6d. (min. charge) 
RECEPTIONISTS 3s “4. 
SEC.-TYPISTS 38s. 6d. ,, 431s. 6d, 
MOTOR CARS Additional words: 7s. 6d. for each 6, or less 
PERSONAL ) 
NOTICES 
MEETINGS PER INSERTION 
COMMERCIAL APPTS. With Box No. With name and address 
HOT > 12 words 37s.(minimum charge) 18 words 36s. (minimum charge) 
CRUISES AND TOURS 24 48s. 
MOTOR CARS » Os. 
MISCELLAN' Ss Additional words: 12s. for exch 6, or less 
(TRADE) 
ACCOMMODATION 
ete.) PER INSERTION 
NSULTING ROOM: With Box No, With name and address 
HOUSES, ETC. | 12 words 28s.(minimum charge) | 18 words 27s. (minimum charge) 
NURSING HOMES FOR SALE * 
SECRETARIAL AGENCIES “4 &. 3% 45s. 
TYPING AND Additiona! words: 9s. for each 6, or less 
DUPLICATING 
DISPENSERS PER INSERTION 
NURSES With Box No. With name and address 
HOUSEKEEPERS seeking 12 words 13s. (minimum charge) 18 words i2s. charge) 
Additiona! words: 4s. for each 6, or less 


of vacancy and remit to Dieses 


advert: in the Journal, No recommendation 
held 


by us in strict confidence and cannot be disclosed. Each Box No. should be addressed separately. Two or 
more replies can be enclosed in one ee addressed to the Advertisement i) be 
forwarded to the advertisers in plain envelopes. ‘ 
Advertisement Director, British Medical Journa!, B.M.A. House, Tavistock London, W.C.1 
Telephone: Euston 4499. Telegrams: Britmedads, Westcent, 
nists—contd. 2 Consulting Rooms and Suites with or without 
Receptio atcommodation Agents, Ley 
Applicants requiring theses, copied | and Partners, Limited, 3, Wimpole Street. 
or duplicated, should communicate with Manton | Langham 1095. 
Secretarial Service. Lid., 98, Victoria Street, S.W.1 
work. 
Electric typewriters. Moderate.—Sybil Rang, 21. HOUSES AND PROPERTY 
Heath Street, N.W.3. HAM 5329/0504: 
The of opening up a practice is NOT 
by the ap,earance of an advertisement 
CONSULTING ROOMS, ETC. under this heading. 


AVAILABLE 


Harley Street Furnished Consulting Room. for Sale, west Ireland town. 


Three-day week inclusive, central | E facility for practice. sporting, fishing. 
£390 ‘or 


heating.—Box 3261, B.M.j. 


HOTELS 
BELGIUM.—HEYST, GRAND HOTEL PLAGE. 
Unique  sea-front. Private sunny terraces. 
fequest. Resident Proprictor, Willy Van 
sacker. 


MOTOR CARS, HIRE, ETC. 


a Self-drive Hire for Medical Practi- 
Full Insurance Cover.-Tonroy Ld. 
= TAT 1045; Evenings : AMB 9045. 


Street, N.W.t. EUSton $722. 

Bronze Name Pilates with cream ename! tetter- 
ag. Send size and lettering for estimate.— Osborne, 
117, Gower Street, London, W.C.1. 

Beauty form a com- 
plete range of toilet and beauty preperations, in- 
cluding lipstic:, specially for those women who 
have sensitive skins, Queen Beauty Products con- 
tain no orris, nor any other skin irritamts. Obtain- 
able from John Beli and Croyden, 50, Wigmore 
Street, W.1, and other chemists. Bookiet from 
wae Lid., 60, Lambs Conduit Street, London, 


Savile Row Clothes. Cancelled Export orders 
direct from eminent tailors, Lesley & Roberts, 
Huntsman, Kilgour, etc., Lounge and Dress Suite, 
Overcoats, efc., from 10 gns.—-Regeni Dress Co. 
(second floor), 17, Shaftesbury Avenue, Piccadilly 
Circus, W.1. GER 7189. (Next to Café Monico.) 


HEIGHAM HALL, NORWICH 
Private Mentaj Hospital. Individual Areatment. 
Special Geriatric Unit, A on 
From 7 gns. Apply Dr. J. A. Smail, Norwich 20080. 


HITCHAM PLACE, BURNHAM, BUCKS 
(Late Fenstanton, Christchurch Road, §.W.) 

A Private Home for the treatment of LADIES 
with Mental and Nervous Disorders. Psychotherapy, 
Physiotherapy, etc. A large Country Mansion with 
20 acres in Green Belt. Apply Dr, Madciine P. 
Lockwood, Resident Physician 
Tel.: Burnham 624. Station: Taplow. 


MIDDLETON HALL 
MIDDLETON-ST.-GEORGE, CO. DURHAM 
Tel.: Dimsdale 7. 

Private Mental Hospital. Cases include addic- 
tion and senility. Ali modern treatments, including 
ee: Moderate fee. Apply to Resident 


NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home, 235-7, Ballards Lane, 
N.3. Tel: FINchiey $283. Resideat Med. Director, 
R. M. Riggall, Mem. Brit. Psycho-Analytical Society, 
coma unit, psychotherapy, etc. Fees 
om 


MEDICAL PRACTICES 
ADVISORY BUREAU 


APPOINTMENTS INFORMATION SERVICE 
Doctors seeking information about openings in 
the various ficids of medical practice, or introduc- 
tions as locums, assistants or partners, are invited 
to address enquiries to the Medical Director, 
Medica! Practices Advisory Bureau. at 
B.M.A. House, Tavistock Square, Londoa, 
W.C.1. Telephone sumber: EUSton 5661 /2. 
33, Cross Street, Manchester. Telephone 
oumber: Deansgate 2691. 
7, Drumsheugh Gardens, Edinburgh, 3. Tele 
phone number: Central 7184. 
234, St. Vincent Street, Glasgow, C.2. Tele- 
phone number: Central 5636. 
The services of the Medical Practices Advisory 
Bureau are free to members of the Association. 


AGENTS 
PERCIVAL TURNER, LTD. 


MEDICAL AGENCY (Est. 75 years) 


25, Maiden Lane, W.C.2. Telephowe: 
TEMpie Bar 9011, Night Walton-on-Thames 1785, 


» | 


Superiniendent. 


Dec. 29, 1956 
: addressed : 
MISCELLANEOUS 
Reuss and Bronze Nameplates neat ensraved. 
Proof submitted —G. Maile, 367, Euston Road, 
APPOINTMENTS N.W.1. EUSton 2938. 
Bronze Nameplates, send size and lettering tor 
free proof.—Abbey Craftsmen, 78, Osnaburgh 
THE SERVICES 
UNIVERSITY AND 
RESEARCH 
INDUSTRIAL 
EDUCATIONAL AND 
LECTURES 
q 
HOMES 
; 
MEMBERS ABROAD 
The minimum cost is 3s. na he 
Every 
ts implied 
of any adv fs 
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Brit. Pac. 727831 


oral aminophylline therapy... 
by producing High Blood Levels 
without gastric distress 


BLOOD LEVELS OF AMINOPHYLLINE (expressed os theophylline) 
—produced by three methods 


900 i 
3 800 
> 700 
600 
soo 
400 
300 
200 
2 3 4heo 1 2 3 4he 


INTRAMUSCULAR INTRAVENOUS ORAL 
THEODROX TABLETS 


7: tor, 4gr. 
a a 
(0.5 gun) equivalent to 6gr. 


Aminophylline  Aminophyiline (0.4gm.) Aminophyitine, 


The valuable properties of aminophylline can now be utilized to the full, 
simply and effectively—by the ora/ administration of ‘Theodrox’. The 

serious disadvantage associated with the oral dosage of plain aminophylline 

© —acute gastric distress—has been overcome. A high blood level of the 

active component, theophylline—such as could be obtained satisfactorily 

only by parenteral administration—is now possible, ‘ Theodrox ’ contains INDICATIONS 
aminophylline combined with specially prepared aluminium hydroxide, For the treatment of Bronchial 
and gastric discomfort is reduced to a minimum. When a degree of 

sedation is also required, tablets of ‘ Theodrox’ With Phenobarbitone or Cardiac Asthma; as a diure- 


‘Theourox’ tablets each contain gr. 3 aminophylline, as a supplement to emergency 
and both forms of ‘Theodrox’ are available in bottles tweatment- in States Asthuns- 


of 25, 100 and 1,000. F 
ticus; Angina Pectoris. 


‘THEODROX’ is a Registered Trade Mark of: 


RIKER. LABORATORIES LIMITED | 
LOUGHBOROUGH LEICS. 


& iv 
3 
(corflaining gr. 4 phenobarbitone) ate indicated. tic in Congestive Heart Failure; 


